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Original Articles 
PRACTICAL PRINCIPLES FOR PROTEC- 
TION AGAINST CANCER* 


A. J. Ocusner, M. D. 
CHICAGO 


The importance of the subject is urged be- 
cause in the United States reliable statistics show 
that annually approximately 100,000 persons die 
of cancer, a number twice as great as the entire 
number of Americans who died of wounds during 
the present war. During the next ten years one 
million of the present inhabitants of the United 
States will have died of cancer unless we are 
able to introduce practical principles of pro- 
tection. 

Statistics have been investigated which seem 
to show that cancer of the stomach and intes- 
tines causes a high morality in people eating au 
abundance of vegetables which have been fer- 
tilized with human excrement, while in the same 
people skin cancer may be exceedingly rare pro- 
vided the people are scrupulously clean and vice 
versa. 

The importance of preventing chronic irrita- 
tion from mechanical, chemical, thermal causes, 
from old scars and from x-ray is emphasized. 
“In considering the subject of contagiousness 
or infectiousness of cancer, the similarity of the 
arguments employed before the last quarter of the 
last century to prove that tuberculosis and lep- 
rosy are non-contagious and non-infectious, and 
the arguments which are employed at the pres- 
ent time to prove that cancer is non-contagious 
and non-infectious is pointed out. 

A warning is given against committing the 
ancient logical fallacy according to which the 





“Abstract read before so Tri-State Meeting at Rockford, 
Illinois, September 4, 1919 





absence of conclusive proof is sufficient to dis- 
prove a fact. 

Racial differences as to frequency of cancer 
are explained by differences in cleanliness in food 
and person. 

Heredity is difficult to analyze because par- 
ents and offspring live under identical condi- 
tions as to hygiene, nutrition and cleanliness. 

Judging from a study of statistics and reports 
of scientific studies, and from personal observa- 
tions, the following conclusions seem warranted : 

1. The medical profession and the lay-public 
must be taught to appreciate the fact that cancer 
is primarily a local condition. * 

2. Unless recognized and removed early it is 
usually fatal. 

3. A careful examination should invariably be 
made the moment cancer is suspected. 

4. If uncertain about a diagnosis, the opinion 
of a consultant with wider experience should 
be sought at once. 

5. During the cancer age, which is, generally 
speaking, over forty years, in case of doubt the 
tumor should be removed immediately and thor- 
oughly. 

6. Inoperable cancer should be removed only 
with the distinct understanding by the patient’s 
friends that the operation is palliative for the 
purpose of reducing suffering. 

7. Violent manipulation for diagnosis and 
treatment must be avoided. 

8. All sources of chronic irritation of tisgues 
must be eliminated. 

9. Cleanliness of the skin must be taught 
and practiced. 

10. All articles of food which have come in 
contact with manure or human excrement in the 
form of fertilizer must be boiled before eating. 

11. Sewage must be disposed of so as not to 
contaminate human food or water. 
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EXTRA-DURAL IRRITATION 
ABSCESS.* 


R. H. Goon, M.8., M. D. 
CHICAGO, 


AND 


In presenting this paper the author hopes to 
contribute something to the subject which will 
help to early recognize the symptoms of extra- 
dural irritation or abscess, so that by early ex- 
posure of the dura many serious and fatal com- 
plications may be prevented. 

The dura is composed of two layers, the outer 
or periosteum and the inner or vascular. It lines 
the cavity of the skull like periosteum and sur- 
rounds all the nerves and bloodvessels at the open- 
ings into the skull and joins with the periosteum 
on the outside of the skull. The inner layer only 
of the dura surrounds the optic nerve all the way 
to the eye ball. This explains why toxins in the 
orbit so easily gain access to the optic nerve caus- 
ing optic neuritis or meningitis. The dura not 
only lines the skull, but extends deep between 
the hemispheres of the brain, forming the falx 
cerebri and falx eerebelli as well as separating 
the cerebellum from the cerebrum by the ten- 
torium cerebelli. 

The dura is extremely vascular, enveloping 
nearly all the large arteries and veins in the skull. 
The anterior fossa is supplied by the anterior 
meningeal branches of the ethmoid arteries and 
internal carotid; the middle fossa by the middle 
meningeals, branches of the internal maxillary, 
the recurrent from the lacrimal and the ascending 
pharyngeal branches from the internal carotid; 
the posterior fossa by the posterior meningeal 
branches from the vertebral and the meningeal 
branches of the occipital arteries. 

All this blood is carried away from the head 
by the venous sinuses which are all in the dura. 
I have emphasized the above to show that any 
slight hinderance of the return circulation in 
the dura may cause capillary edema and pro- 
duce marked symptoms. The skull cavity is com- 
pletely filled with tissues and any slight increase 
or decrease in its contents will produce symptoms. 

The dura is also well supplied with nerves and 
is, therefore, a very sensitive organ and very pain- 
ful on manipulation, whereas the brain tissue it- 
self is not sensitive and can be handled without 
pain. The nerves supplying the dura are the 
recurrent branch of the fourth, branches from 


* Read before Chicago Laryngological and Otological Society, 
May 5, 1919. 
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the ophthalmic, hypoglossal, sympathetic, fila- 
ments from the Gasserian ganglion and recur- 
rent branch given off from the root ganglion of 
the pneumogastric nerve. 

Etiology: The etiology of extra-dural irrita- 
tion may be classified under mechanical and in- 
fective irritants. 

Under mechanical irritants we have foreign 
bodies, such as bullets, etc., adjacent to the dura; 
fracture of the skull with depression of spicule 
of bone pressing against the dura. Extra-dural 
hemorrhage accompanying fractures is very fre- 
quent. Absorption of the blood clot without in- 
fection will leave a deposit of lime salts on the 
dura, according to Dr. C. C. Rogers, having the 
feeling and appearance of sandpaper and causes 
very severe headaches. Decalcification and swell- 
ing of the skull bone, due to altered internal se- 
cretions, may irritate the dura, providing the 
bone thickens or swells and pushes against the 
dura, 

Under infective irritation of the dura we have 
acute and chronic purulent infections of acces- 
sory sinuses of the nose such as the frontal, 
ethmoidal and splenoidal sinuses, as well as sup- 
purative infections of the middle ear, that is, the 
tympanic cavity, attic, mastoid and mastoid an- 
trum. Chloesteatoma of the above mentioned 
structures produce only mild symptoms of extra- 
dural irritation. 

Infection of extra-dural blood clots will form 
an extra-dural abscess. Infective irritants are 
usually extra-dural abscesses, but I have had a 
number of cases where there was granulation tis- 
sue on the dura opposite a mastoid antrum 
chronie suppuration, without the formation of 
free pus, but in reality is an extra-dural abscess, 
which is explained by the fact that the drainage 
through the ear was sufficient so as not to push 
the pus into the extra-dural space. The tegmen 
in these cases is usually necrosed, but granula- 
tions may appear on the dura opposite a chronic 
infection without complete necrosis of the bone. 
In other words, if the mucous membrane is dis- 
éased or lifted from the bone, the toxins may pass 
through the haversian canals and fissures in the 
bone, as well as along blood and lymph vessels 
in the bone. 

Tuberculosis and syphilis of the skull or dura 
are well known etiologic factors. 

Symptoms: The symptoms depend upon 1, the 
amount of pain the patient can endure from the 
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mechanical irritation of the sensitive dura; 2, the 
severity of the infection and the extent of the 
edema of the dura, and 3, the degree of intra- 
cranial pressure. 

In mechanical non-infective irritations of the 
dura, headache is the principal symptom. The 
pain is always localized in the same point and 
may radiate in all directions. By very hard pres- 
sure on the skull over the painful area, the pain 
may be greatly increased. The headache is in- 
creased when blood rushes to the head from men- 
tal exertion, after heavy meals, when fatigued, 
or at night when lying down. There may be 
mild projectile vomiting and dizziness during 
the paroxysms of extreme headache. The mind 
may be sluggish and epileptoid spells may accom- 
pany the paroxysms of headache. The pulse, tem- 
perature and respirations, as well as the blood, 
are usually normal. 

In the infective type of irritation, especially 
in acute cases, the symptoms are more pro- 
nounced. Acute mastoiditis or sinusitis are the 
most frequent cause. The discharge from the 
ear or sinus may suddenly stop or diminish, in- 
dicating that it may have ruptured into the 
extra-dural space. The headache, projectile vom- 
iting and dizziness are more pronounced. The 
prostration is greater, although the patient may 
go about. He shows signs of sepsis. The mental 
symptoms are more pronounced in that the pa- 
tient is indifferent to his surroundings; may not 
ask for food, but if fed digests it. The patient 
is also slow in answering questions. When a 
large abscess or blood clot forms, he may have 
hemiplegia and go into coma. The temperature 
frequently drops to sub-normal, as low as 96.5, 
and lingers between this and 100, no matter if 
the temperature. of the patient was 104 before 
the abscess in the mastoid or sinuses broke into 
the extra-dural space. The pulse may drop to 
50 or even less, depending upon the amount of 
intra-cranial pressure. The respirations may be- 
come as slow as 10 per minute in pronounced 
cases. The blood examination is almost without 
value as there may be only a slight leukocytosis 
and at times an increase in the pollys. Frequently 
the blood is normal. The blood pressure is in- 
creased. When the abscess makes enough pres- 
sure to loosen the dura a little further from the 
skull, the symptoms may suddenly become less 
severe for several hours, only to reappear when 
the abscess becomes a little larger. 
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Extra-dural abscesses of attic origin occasion- 
ally cause a paralysis of the external rectus of the 
same side, which occurred in three of my cases. 
Choked dise is occasionally found in patients 
with much edema of the dura or large extra-dural 
abscess. 

Chronic infective irritation of the dura is due 
to chronic suppuration of the sinuses or mas- 
toids. There is a chronic discharge from the 
sinus or ear, as the case may be, and the bone be- 
tween these structures and the dura is necrosed 
so that granulations may be found on the dura. 
The bony wall may not be broken down, but the 
toxins may pass through the bone if the mucous 
membrane is diseased and form granulations on 
the dura. If the drainage is sufficient so as not 
to form an extra-dural retention of pus, the 
symptoms of extra-dural irritation may be very 
mild. The pain is usually intermittent in these 
cases, depending largely upon the resistance of- 
fered to the pus in draining through the ear or 
sinus duct. It may be severe enough to keep the 
patient from work. On careful inquiry we find 
the patient has occasional spells of dizziness and 
mild manifestations of cerebral vomiting. The 
temperature lingers toward the sub-normal, 97 
to normal. The pulse is usually slow. Occasion- 
ally we find mental symptoms such as indiffer- 
ence to work, or slowness in answering questions. 
One patient of mine slept for 36 hours, waking 
up occasionally to eat and talk with his wife. 
Hard pressure over the area may or may not in- 
crease the pain, depending upon the strength of 
the bone over the area. If the patient is not oper- 
ated on, before death he will have a pulse of 120 
instead of 50 and a temperature of 102 instead 
of normal, also respirations 30 instead of 10 and 
the blood pressure 90 instead of 180. When this 
change has come about, it is too late to operate 
as the patient will die. 

The Abderhalden serological test for intra- 
cranial lesions as carried out by Dr. J. W. Retin- 
ger at the Durand Hospital for Infectious Dis- 
eases seems to be of great diagnostic value. Dr. 
Rogers has had a number of cases in which Dr. 
Retinger made the Abderhalden test and on oper- 
ation Dr. Rogers found the findings of the Ab- 
derhalden correct in all cases. I have had the 
blood in one case tested by him in which he re- 
ported no lesions of the brain, but an irritation 
of the dura in the Broca’s area on the left side, 
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which corresponded to my diagnosis and later I 
corroborated it by surgery. 

Complications: The complications are brain 
abscess, meningitis and thrombosis of the lateral 
or cavernous sinuses. If the abscess breaks very 
gradually through the dura and the toxins enter 
the subdural and sub-arachnoid spaces, but be- 
come circumscribed, we have the symptoms of a 
leptomeningitis. 

Treatment: Extra-dural irritation, except 
when caused by syphilis, should be relieved by re- 
moving a plate of skull over the area involved. 
In mastoiditis accompanied by symptoms of ex- 
tra-dural irritation, I invariably expose the 
lateral sinus and the dura over the mastoid an- 
trum. I expose both sufficiently to be able to 
make a thorough examination of the dura and 
sinus which at the same time establishes ample 
drainage. 

In sinusitis of the frontal, ethmoids or sphe- 
noid, I do a thorough intra-nasal operation and 
then keep the patient under close observation for 
a few days, taking the temperature, pulse and 
respiration every three hours. If the symptoms 
still persist, I do an external operation on the 
frontal sinus and remove the posterior wall as far 
as necessary to reach the abscess and thus expose 
the dura. The dura must never be opened in 
these cases, as going through an infected field 
would nearly always develop a meningitis. 





GLAUCOMA. 
H. W. Wooprurr, M. D. 
JOLIET. 

The broad title of this paper does not mean 
that all phases of the subject will be dealt with. 
No attempt will be made to take up the question 
of etiology, diagnosis or general treatment. In 
order to make the paper short and to the point 
I have narrowed it mostly to local treatment. 
Some of the later theories of the cause or causes 
of glaucoma are indeed important; but the trend 
of thought is toward a general cause or one 
remote from the eye itself as an exciting cause 
with certain local structural changes as predis- 
posing causes. This naturally leads to the inves- 
tigation of other organs for possible pathologic 
foci, the proper therapy of which should form no 
small part of the treatment of this disease. Also 
my,remarks will apply more to the chronic simple 
glaucoma than to the congestive or secondary 
form. 
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The importance of making an early diagnosis 
applies with great force to glaucoma. 

In our campaign for the prevention of blind- 
ness we should bring this subject more frequently 
before our respective county societies. 

The general practitioner is so apt to see 
cataract and only cataract in people of advancing 
years, with failing vision, that many cases of 
glaucoma are permitted to go on to blindness or 
near blindness without treatment. While this 
statement applies with greater force to the non- 
congestive form, the chronic simple variety, it 
also applies sometimes to the congestive forms. 

The treatment of cataract may be delayed for 
an indefinite length of time without disaster, but 
long delay is fatal in glaucoma. 

With the specialist, however, diagnosis is not 
the difficult problem so much as the treatment. 
With most of us the treatment seems to narrow 
down to myotics, iridectomy or trephining; 
although there are some 30 other operations. 

Not many place much faith in myotics except 
as a temporary expedient or in inoperable cases 
with the hope of delaying the process. 

If the myotic treatment is to be used at all, no 
better method can be followed than that of Posey, 
which is as follows: 

The myotics which are best adapted to con- 
trol intra-ocular tension are physostigmin (eserin) 
salicylate and pilocarpin nitrate. The salt of 
physostigmin is more persistent in its effects and 
less changeable in solution than other salts of the 
drug. and is less irritating to the conjunctiva. I pre- 
scribe a solution of pilacarpin to be used about every 
four hours, morning, noon and evening, and one of 
physostigmin of twice the strength at bedtime, thereby 
avoiding in a measure the blurring of vision which is 
occasioned by the action of the physostigmin on the 
ciliary muscle during the day, while the eye receives 
the greatest effects of the drug during the eight hours 
or more which elapse between the instillations of the 
drops during the night. In incipient cases of the 
disease an excellent initial dose is that of % grain 
pilocarpin to the ounce of water. The strength should 
be gradually increased, so that at the end of a year 
1 grain to the ounce is employed, at the end of the 
second year 2 grains, and at the end of the third year 
3 grains to the ounce solution. This strength will 
suffice to maintain the pupils at the desired point of 
almost pin-point contraction. Physostigmin should be 
employed in half the strength of pilocarpin and should 
be increased in solutions of equal proportions. 

The general opinion, however, seems to be that 
there is only an occasional case which will do well 
with this treatment. 

April 10, 1915, Joseph Hirsch, age 44 years, was 
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admitted to the Eye and Ear Infirmary with a blind 
right eye and vision of hand movements in the left 
lower temporal field. He had had an fridectomy in 
the blind eye without results. He declined operation 
in the left eye, saying that the result had been so bad 
in the right eye that he wanted medicine used. He 
was at once put on the eserin treatment and began to 
improve at once. 

His vision and field improved steadily for six months 
when he passed from our observation. At this time 
his vision had risen to “so with a 1™ lens, a most re- 
markable result, and it is unfortunate that the case 
could not be kept under observation longer. 

De Wecker is said to have made the statement 
that “If myotics have never cured a case of 
glaucoma, they have prevented many glauco- 
matous patients from being cured.” 

Patients will often use this treatment without 
reporting to their oculist until vision or fields 
have been much reduced. 

Posey has very forcefully called attention to 
the myotic treatment and has reported some very 
wonderful results. 

One case in which normal central vision was 
maintained fourteen years with a field cut almost 
to fixation, and yet he says: 

My observations have convinced me that myotics 
cannot be regarded in any sense as curative, for not- 
withstanding their continuous use, the glaucomatous 
process still goes on, very slowly, it is true, but the 
eye grows steadily harder, the excavation becomes 
broader and deeper and anterior chamber shallower. 
Again, I desire to emphasize what I have already said 
elsewhere, namely, that myotics should be relied on 
as the sole means of treatment only in those cases 
which are free from attacks of so-called glaucomatous 
congestion, the presence of such congestive symptoms 
being in my opinion the chief indication for some 
form of operative treatment, be it iridectomy, cyclo- 
dialysis or trepheining; and second, that to gain the 
full benefit of myotics it is necessary that they should 
be administered properly. Beginning in doses small 
enough to avoid creating spasm of the ciliary muscles, 
and rapidly increasing the dose until the pupil of the 
affected eye is strongly contracted, this degree of con- 
traction should be maintained as long as life lasts by 
gradually increasing the strength of the selution, from 
time to time, and by instillations of the drug at in- 
tervals of every 3 or 4 hours. 

I am not opposed to the myotic treatment if 
the patient can be frequently seen, so that vision 
fields and tension can be taken. If any one of 
these symptoms is growing worse under the treat- 
ment then operation should be advised. 

Four years ago I read a paper before this 
section on “Trephining versus Iridectomy.” I 
have since then become more of an advocate of 
the trephining operation in the simple chronic 
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forms of glaucoma. I believe most failures are 
due to improper technique. I have been a close 
observer of Col. Elliott’s method and believe that 
it offers the best chance of retaining vision pres- 
ent at the time of operation and occasionally even 
an improvement is obtained, as the following case 
illustrates : 

July 2, 1917, Mrs. M. P., aged 64 years, came with 

absolute glaucoma in left eye and light perception only 
in the right eye. After a trephining operation on the 
right eye this patient recovered vision of 10/200 and 
was able to go about her own house with comparative 
ease, and bids fair to retain this vision indefinitely. 
I mention this case to show that it pays even in the 
most hopeless to do something if there is light per- 
ception. . 
I follow Elliott’s method in the main. I prefer 
the Elliott’s original trephine to the later Elliott, 
also the Woodruff dissector for splitting the 
cornea. 

Elliott advises using the trephine so that the 
dise is not entirely cut through on its sclera edge 
and removing iris and disc with one cut of the 
scissors. I prefer to cut the iris with the 
DeWecker scissors and remove the disc with the 
Stevenson punch, an instrument designed for 
removing pupilary membranes. Elliott also ad- 
vises that no sutures are required for the con- 
junctival flap. I prefer to use an uninterrupted 
suture without tying it. Inasmuch as there is no 
tension on the suture this serves to keep the flap 
in place and is easily removed. 

Elliott suggests that the conjunctival flap be 
thick, so as to avoid the danger of late infection. 

All patients who have had this operation should 
use daily or twice daily a wash of boric acid solu- 
tion followed by a solution of sulphate of zinc. 
Cases which become infected are not necessarily 
lost if seen early, as deep sub-capsular injections 
of the cyanide of mercury are as effective here as. 
in other infections of the anterior segment of 
the eye. 

C. F., aged 46 years. Four years after a trephine 
operation in a blind glaucomatous eye infection oc- 
curred. Patient presented himself one day after he 
noticed redness in the eye. Hypopion was present. 
Two cyanide of mercury injections with hot applica- 
tions were made. Patient recovered entirely in ten 
days. 

The principal points which I desire to make 
are: 

1. Presentation of the diagnostic side of the 
subject to the general practitioner so that early 
treatment may be instituted. 
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2. Myotic treatment occasionally yields good 
results, but should only be used on patients who 
can be kept under frequent observation so that 
tension, vision and fields can be taken. 

8. The Elliott trephine operation offers the 
best in the treatment of the non-congestive 
forms. Failures mostly due to poor technique. 

4. Use prophylaxis against late infection and 
cyanide of mercury injection if infection’ has 


occurred. 4 
TRANSACTIONS 


Section Ophth. A.M.A., 1914. 
*Section Ophth. A.M.A., 1914. 


DISCUSSION 


Dr. George Suker (Chicago): I agreed thor- 
oughly that the faulty results due to the Elliott opera- 
tion are those of technique. There isn’t any need of 
losing an eye by secondary infection from an Elliott 
operation providing that the technique is correct. 
Faulty results following the Elliott operation are due 
to puncturing the conjunctival flap in making the dis- 
section of the cornea. 

He suggested the use of the angular keratome to 
avoid perforating the conjunctiva. 

He also agrees that it is a wiser plan to do the two- 
stage operation, that is, dissect the sclera and then do 
the iridectomy when necessary. An absolute iridec- 
tomy is not necessary in any of the operations. 

Dr. Michael. Goldenburg (Chicago): Thought it 
well enough to use myotics for a little time, but would 
let no case get away without urging and, in fact, in- 
sisting upon some operative procedure. 

Relative to the trephine operation, he had two slides 
showing where the trephine had gone through all the 
layers of the cornea except the Descemet’s membrane, 
which curls under. The men who performed this op- 
eration were most competent men. 

A recent article published in the Archives of Oph- 
thalmology has photomicrographs of the trephine op- 
eration wherein this opening, owing to the marked 
reaction, is immedaitely closed by exudate in the form 
of connective tissue. 

The cyclodialysis ‘operation today is a thing of the 
past, yet it doesn’t seem to make a great deal of 
difference, when the matter is all summed up, what 
sort of a surgical procedure we use, we seem to get 
results, but not by myotics. He is very enthusiastic 
about the iridotasis operation. 

Dr. Oliver Tidings (Chicago): Regards the 
iridotasis operation as being infinitely safer than any- 
thing else. Though doing the Elliott operation in 
quite a few cases with good results, yet the reports 
coming from the various operators of the country 
have got him away from the operation. 

Dr. Woodruff (Closing discussion): Dr. Suker 
refers to the keratome for the dissection of the flap. 
You will find that instruments which are made for 
the purpose of doing dissections are not planned on 
that pattern. Take Freyer’s knife for dissecting the 
mucous membrane of the nose and doing the sub- 
mucous operations; I have sometimes used that for 
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this very purpose when I didn’t have any other dis- 
sector to use, and it worked admirably. 

With regard to removing the button or disc before 
doing the iridectomy, the objection to that is that the 
iris very readily goes back into the anterior chamber. 
It is not easy to do an iridectomy after the iris has 
gone back into the anterior chamber through the 
small two millimeter opening. Dr. Goldenburg 
brought up the question of iridotasis. It has always 
seemed to me, while I have done a number of those 
operations, also the thread operation, as though that 
was one of the most inconsistent things that an oculist 
could do. I know if it is a condition where the vision 
is going to go anyway, that it may be justifiable, but it 
seems to me that if you can do a trephining operation 
and get a clean opening there, free from any foreign 
body, it is much better and safer for the future of that 
eye. 

Regarding Dr. Tydings’ reference to the bad results: 
That is the reason why it has taken me a good many 
years to become an advocate of the trephining opera- 
tion. I have gone through all these different stages 
and was very loath to leave the operation of iridectomy. 
I have done the operation of iridectomy several times 
on the same eye with the hope that the iridectomy 
would finally do the business, and it will, sometimes, 
even in the chronic form, but I now believe that the 
trephining is the operation that is the choice in 
chronic simple glaucoma and should even be followed 
by a second one if the tension is not relieved. 





HEREDITY IN MYOPIA. 
Heman H. Brown, M. D. 
CHICAGO. 

In presenting a paper on the subject of myopia, 
I may be presuming upon your time. However, 
I consider it one of the important chapters in 
ophthalmology. 

We were taught in the classroom and in the 
text-books that myopia is a refractive anomaly, 
and its importance as such is generally accepted, 
but the accumulated experience of years impresses 
me more and more with its importance, and I 
have come to regard the myopic eyeball with more 
or less skepticism. To make myself clear in this, 
I look upon astigmatism as a common finding. 
Hyperopia is to be anticipated, especially in the 
young, but I am never brought to the study of 
myopia in the young eye, without entertaining a 
fear or suspicion for the future of that eye, dif- 
fering thus from my attitude toward other re- 
fractive conditions. 

We have but to refer to our case records to 
realize this difference between myopia and other 
refractive conditions, and the ophthalmoscope 
will clearly show the physical changes which em- 
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phasize the dangers of myopia. The child of ten- 
der years, with but slight myopia, is returned to 
us a few months later, frequently on the advice 
of the teacher, and we are surprised at the in- 
crease in the amount of myopia as well as other 
symptoms so common in the developing myopic 
eye. The case, despite our best efforts, continues 
to develop until in the adolescent period, when 
the eyeball yields most readily to tension and 
compression, those distinctive changes become es- 
tablished within the eye, too familiar to every 
ophthalmologist. But myopia and its destructive 
processes do not cease at this period of life. 
Posterior staphyloma with choroidal and retinal 
disturbances inaugurated in the developmental 
period of the eye, places this eyeball in a defense- 
less attitude, whereby retinal detachment, vitre- 
ous degeneration, lenticular opacities, glaucoma 
and blindness, are too frequently the result ; hence 
the loss of so many myopic eyes in middle life 
and later. 

The picture above I have purposely exagger- 
ated because I know that the myopic eye is not 
viewed with sufficient caution. 

The cause or causes of myopia are important 
for us to consider. Etiologically, many theories 
have been advanced. The theory of Stilling 
would seem even today to be as practical, from a 
physical standpoint, as any since advanced. It is 
certain that the muscular attachment to the eye- 
ball, especially of the superior oblique and recti 
muscles (Stilling) in their act of contraction, 
must exert an influence upon the antero-posterior 
axis of the eyeball which has already lost its re- 
sisting power from disease. We must always bear 
in mind also that myopia is a disease of child- 
hood, attacking the eye in its period of greatest 
susceptibility, when factors insignificant at a 
later period of development are very potent in the 
child. 

I have been for years greatly interested in the 
antecedent factor in myopia. I think that the 
medical mind, as it waxes richer in experience, 
comes to realize more and more the important 
role which heredity plays in all of our calcula- 
tions. I have taken great interest, therefore, out- 
side my personal experience, in reviewing the 
literature upon heredity in myopia. I find the 
work of Motais is perhaps the most comprehen- 
sive along this line of investigation, and his re- 
search has perhaps been more widely extended 
than any other authority. In looking over his 
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work upon this phase of myopia, I find that his 
investigation covers a period of ten years and is 
based upon the direct examination of entire fam- 
ilies. All cases are eliminated where father, 
mother, brother, sisters and grand parents could 
not be examined directly. His studies cover the 
families of 224 boys and 106 girls. The total 
number of persons drawn into the investigation 
was 1,991. There are in his series 133 families 
with 224 myopic boys, and 83 families with 106 
myopic girls, all with antecedent myopia and 
often multiple. We find in the boys 65 per cent. 
of hereditary and 35 per cent. acquired myopia. 
In the girls 78 per cent. of hereditary and 22 per 
cent. of acquired myopia, and as the author states, 
“these figures show a very strong probability in 
favor of the acceptance of hereditary influences 
in myopia.” He states that these influences are 
characterized by the following manifestations: 

1. “By the precocious or early appearance of 
myopia, and in this I might say that the average 
myopic child manifests activity in the progress of 
disease at nine years of age, while the acquired 
myopia manifests activity at twelve years of age. 

2. “By its more rapid development. In this 
he states that at ten years of age the average de- 
gree of hereditary myopia of 1.5 D. has at fifteen 
years of age increased to 4.5 D., and at twenty 
years of age 6 D., while the acquired myopia of 
ten years of age of 1.5 D., at fifteen years has only 
increased to 1.75 D., and at twenty years to 2.5 
DD.” 

These figures would show that certainly in 
those cases in which he has shown an hereditary 
strain that the myopic condition has been more 
vicious in its manifestations. He further refers 
to its greater intensity, likewise to the frequency 
and gravity of the choroidal complications, which 
are a very important factor in my mind. For 
instance: “posterior staphyloma in hereditary 
myopia at ten years of age occurs in 20 per cent. 
of the cases, while in the acquired it is but 3 per 
cent. At fifteen years of age in hereditary myo- 
pia he finds 52 per cent., while in the acquired 
but 17 per cent. At twenty years of age in the 
hereditary type 88 per cent., while the acquired 
is but 36 per cent.” Thus we can see a further 
accentuation of the ravages of those cases def- 
initely shown to be hereditary in their character. 

It would be of the greatest interest to follow 
out more fully Motais’ deductions. The char- 
acter of his investigation has been most complete, 











and his deductions seem to be beyond question ; 
but other authorities have done remarkable work 
along the same line. 

For instance, Boch assumes the correctness of 
the Stilling theory of the etiology of myopia, and 
his deductions are most conclusive of the heredi- 
tary element ; however, not so exhaustive as those 
of Motais. 

Neul, Meyerhoff and Lehman have likewise 
added greatly to this interesting phase of myopia, 
and it might be at this time of interest for you 
to know that hereditary myopia has been admitted 
by Cohn in 3 per cent. of his cases; by Loring 6 
per cent. Rimpler gives 23 out of 41 private rec- 
ords; Durr admits 30 to 45 per cent. ; Strauman 
claims 56 per cent.; Galezowski observed 4,654 
cases and found 3,847 of hereditary origin. 

The divergence of opinions evident from these 
figures is due to the difference in the manner of 
tuking statistics and presenting the data. How- 
ever, reference to these data cannot help but in- 
terest you. Relatively little has been done re- 
cently along this line of investigation, but the 
above data is sufficient to direct our attention to 
the important role which heredity plays in 
myopia. 

I believe we may point to it as an etiological 
factor of infinitely greater import than any other 
one, and if the physician, the nurse, the parent 
ond teacher would realize this, I believe it pos- 
sible for some, at least, of the evil results of myo- 
pia to be avoided. If the family physician were 
to direct wisely the use of the eyes of a child 
known to have a myopic parent or parents; if the 
nurse would not permit the child to indulge in its 
playthings in dark places; if the myopic parent 
would not permit the child to attend school until 
later years, say ten years instead of six; much 
could be accomplished. When the child enters 
school the illumination should be selected wisely, 
its source and direction, also the distance from 
the eye the child’s work should be held, and no 
undue stooping of head or acute bending of the 
neck (spine) should be permitted. If these sim- 
ple things were recognized by physician, parent 
and teacher as antecedent factors, I know that 
the ravages of myopia might be very greatly re- 
duced. 

In a paper of this character much might be 
said regarding the physical changes taking place 
within the eye, its ability to endure the usual task 
umposed upon a developing eye known to be dis- 
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eased, the application of glasses, and so forth, all 
of which mean so much to the future of an eye 
thus affected. All these apply to the myopic eye 
in common. But I can only reiterate that a 
myopic eye of whatever origin should be treated 
as a diseased member and must not be lightly 
dismissed as a refractive disorder to be cured 
simply by prescribing glasses. 


DISCUSSION. 
(Abstract) 

Dr. Micuart GotpenBuRG (Chicago): Thought the 
subject was timely, in fact, such a familiar subject 
that we sometimes do not pay enough attention to the 
details. While agreeing on the subject of heredity, he 
had not realized that it was quite so important a factor. 
The outline suggested by the essayist as to the care 
is very excellent but very difficult to institute. He is 
convinced that myopia is more than a refractive error, 
that there is unquestionably a lowered resistance or 
a lack of resistance of the sclera. He rated the re- 
lation of myopia to the different stages of life and 
wondered whether the control of these different stages 
of life by the glands of internal secretion has any in- 
fluence upon the progress of myopia. He questioned 
the theory that the recti muscles are the most im- 
portant factors in the development of myopia, feeling 
that if the sclera was resistant, the recti muscles would 
not have the effect that is claimed for them. He is 
more inclined to favor the intra-ocular tension in the 
presence of a less resistant sclera. 

He suggested in a case of known progressive myopia 
making a communication between the anterior cham- 
ber of the eyeball and the subconjunctival space, the 
same as in iridodesis—the cyclodialysis operation for 
glaucoma. 

Dr. Oxtver Typbincs (Chicago) : The theory of using 
in those cases which are progressive, cycloplegics, 
and in addition to that, iridectomy to try to control 
the intra-ocular tension or pressure. 

Dr. GeorGe SuUNKER (Chicago): Noted that myopia 
is a disease of civilization, very little occurring among 
illiterate people, very little among the negroes, none 
in the true negro. He believes the development ot 
myopia, as life progresses in the various stages of 
youth and adolescence and in the adult, is largely 
dependent upon the internal secretions, the recti mus- 
cles cannot produce vitreous hemorrhages or a marked 
posterior staphyloma. Mechanical conditions of such 
a type cannot produce inflammatory actions. 

He believes in the full correction of myopia with 
hygienic treatment, physiologically and anatomically 
and otherwise, and would hold the parents, to a large 
extent, responsible for the progressive condition of 
the myopia they have in children. It is our duty that 
we should enlighten the public and insist upon the 
careful examination—not the routine, careless ex- 
amination that is now done in schools, but a scien- 
tific, accurate examination of all eyes and then pre- 
scribe accordingly. 


Dr. Crark W. Hawtey (Chicago): Reported a 
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case of hereditary myopia in his own family. A 
brother-in-law with a myopia of minus 4 which was 
not corrected until he was about eighteen years old. 
It has gone on to progressive myopia until now, as a 
man perhaps forty years old, he is totally blind. 
Some six or seven years ago, he was married. He 
has a little boy now absolutely as bad off as the 
father was at thirty-five. He was born almost blind, 
with a high degree of myopia and a high degree of 
myopic astigmatism. He lives in the West and un- 
fortunately the father and mother are Christian 
Scientists and would have nothing done, but when he 
visited them some two years ago, they allowed him 
to refract the boy, who has a high degree of con- 
genital myopia with vision very much reduced and 
the probabilities are that before the child is twenty 
years old he will be totally blind. 

In another case of progressive myopia that started 
with a slight degree of hypermetropic astigmatism 
in a boy about twelve years old, he did not allow the 
patient in passing through the rest of his grade school 
and high school to read any whatever. His mother 
read all of his lessons to him while he was in high 
school and he read nothing in school whatever. The 
boy stopped at minus 4 and he has remained now for 
a number of years at minus 4. If we can stop the 
use of the eyes, we can progress in the treatment. 

Dr. Brown (Closing the discussion): The point 
raised by Dr. Goldenburg is one of the most interest- 
ing features of myopia to me. There are three 
crucial periods in the life of every myopic individual. 
crucial periods in the life of every myopic eye—the 
ages of twelve, twenty and forty approximately, and I 
believe that the internal secretion of the body have 
much to do with changes in the eye-ball so frequently 
seen in the myopic. / 

I can’t get away from it, and I suppose the same ap- 
plies to you—the ages of twelve, twenty and forty. 
I do believe that it is due to the alteration in volume 
and character of the internal secretion of the body. 





MANIFESTATIONS OF SYPHILIS IN THE 
NOSE AND THROAT* 
Artuur H. Getcer, M. D. 
CHICAGO 
The frequency with which cases are appearing 
in clinic and in private practice with various 
lueti¢ lesions induced me to bring up this sub- 
ject. Most of the cases examined had not been 
diagnosed as luetic, that is, the nose or throat 
condition was not thought luetic. Nearly all the 
cases had been treated for longer or shorter peri- 
ods only locally, not having received injections 
or medicines for syphilis. Inquiring into this 
carefully, I found that in most instances the pa- 
tients had not been asked about a syphilitic in- 
fection. 


‘Soda meeting of the North Side Branch, Chicago Medical 
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In our nose and throat clinic we are on the 
lookout for syphilis if a sore throat has been 
going on over several weeks. Owing to the pecu- 
liar and many times obscure places the disease 
picks out in the nose and throat, it is very essen- 
tial to examine a patient with good illumination. 
The cases observed had either patches, small ul- 
cers, gummas and a few with moderately ad- 
vanced destruction of bone. Former years, when 
a diagnosis was never certain until secondaries 
appeared, can only be remembered with regret. 
Patches and sores around the mouth and throat 
are contagious. It is not wise to lull ones self 
into fancied security by the idea of the non- 
active character of these lesions, for spirochate 
can be demonstrated in smears from them. In a 
very excellent paper some years ago Wile found 
in a series of cases that the time from the initial 
lesion to the tertiary varied a great deal. He 
found the average to be ten years. The records 
of the cases-I have studied, show the averay, 
to be seven years. 

The fact that the late manifestations occur not- 
withstanding our modern therapy cannot to my 
notion be called an indictment against the ar- 
senical treatment. Other points must be consid- 
ered, such as the patient’s unfaithfulness in car- 
rying on with the treatment. For convenience 
sake we have been dividing syphilis into primary, 
secondary, tertiary and congenital. Hard and 
fast rules cannot be laid down as to the time 
of appearance of symptoms after the initial 
lesion. It has been shown that we may see 
primary, secondary and tertiary lesions at one 
and the same time. It might be best to say that 
when a primary or secondary becomes destruc- 
tive and breaks down tissue, it is tertiary. 

The cases cited I hope will illustrate the seem- 
ing difficulty of diagnosis of nose and throat 
syphilis and are not cited as being very unusual. 

Case with primary sore on the septum. It was 
considered primary, after going into the history 
carefully and knowing the veracity of the patient 
to be beyond question. This sore, nearly at the 
perpendicular plate edge, therefore high up and 
back, broke through and destroyed some of the 
septum. Owing to inefficient general treatment, 
a nerve lesion developed in two years’ time with 
hemiplegia. Primaries of the nose are rare, and 
are as a rule caused by picking the nose with an 
infected finger. The pharynx probably shows 
initial lesions frequently. The lips are of course 
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the commonest site of initial lesion. A few 
primaries of the tonsil, palate and pillars are 
among my cases. 

A case of primary lesion on the tonsil may 
be of interest. A young married woman having 
pain on deglutition, and believing she was de- 
veloping a sore throat, went to a physician. After 
an examination he prescribed a gargle. Condi- 
tion not showing improvement after five or six 
days, returned to physician and he swabbed out 
throat. As she did not improve, she consulted 
another physician and practically the same pro- 
cedure was followed. This case showed a one- 
sided inflammation of the throat. The tonsil and 
pillars of the right side looked red and swollen. 
The glands on that side were enlarged. One of 
the crypts whose opening was larger than the 
others was covered with grayish mucus. Wiping 
this away, a sharply defined ulcer was shown. 
Here was the luetic sore in plain view. Wasser- 
mann 2-+-. Case cleare dup nicely with the arsen- 
ical treatment. The only other condition that 
might resemble the lesion in this case is Vincent’s 
angine. There was a belief that the Wassermann 
is positive in Vincent’s. Taylor of London in a 
series of fifty-five cases found the Wassermann 
positive in only two cases. In these it was pos- 
itive not because of Vincent’s spirillum, but 
because there was an associated lues. 

The secondaries appear in the nose or throat in 
the form of erythema or muscous patches. Patches 
are rather common but sometimes hard to see. 
Being superficial ulcerations, they are often over- 
looked. The area of hyperemia which surrounds 
them should call attention to their character. 
They may occur on the vocal cords, epiglottis or 
arytenoids. Several cases in this group had 
patches which were hardly apparent unless the 
pillars were retracted. If a case has a persistent 
rhinitis after other things, such as polyps and 
septal deformities, have been shut out, think of 
syphilis. Should the patient also have a con- 
tinuous buring sensation in the nose and per- 
haps nocturnal headaches, inquire carefully for 
previous luetic infection. 

A case in illustration was sent in for septum 
operation. There was a marked obstruction to 
breathing. In probing, the redness and swelling 
of the membrane made me think there was more 
than a mere deflection. Examination of the 


mouth showed a pin-head size hole in the hard 
palate. History and Wassermann confirmed a 
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diagnosis of lues. It was possible to run a fine 
probe up through and under the floor of the nose 
on the side of the obstruction. 

The gumma itself, strange to say, is sometimes 
overlooked. In the nose they are found in the 
septal tissues on the bony framework or on the 
alae. In some cases the gumma breaks down 
rapidly, and in others remains about the same for 
some time. I have seen gummas of the hard 
palate and tongue, but only a few. In the cases 
studied, there were gummas of the larynx, pil- 
lars and one of the tonsils. 

In one case, a man who had been treated for 
some time under the impression that his tonsils 
were at fault, an ovoid tumor about the size of a 
hickory nut was found. The swelling came from 
the right laryngeal wall and lay over the right 
cord only the left cord being visible. Local 
treatment, direct applications, caused deep ul- 
cers to form and necrosis with expectoration of 
tissue. The difficulty in breathing was relieved, 
and after some weeks of anti-syphilitic treatment 
the swelling was reduced to one-third its former 
size. In this case, though there was the chron- 
icity, the hoarse and aphonic voice, the difficulty 
at times in deglutition, the larynx was not ex- 
amined and syphilis evidently not thought of by 
previous consultants. The symptoms in gumma 
of the larynx may become severe due to edema 
and make it necessary to scarify or do a trach- 
eotomy. ‘A case in point was a woman who had 
a marked dyspnea. On examination, a large 
mass was seen, leaving only a small chink to 
breathe through. Owing to the urgency of symp- 
toms, hospital care was advised. Scarification 
was done with some relief. The next mornmg 
she was breathing easy and said that during the 
night she had coughed up a large piece of tissue. 
Laryngeal examination now revealed an ulcer- 
ating gumma. Thorough anti-syphilitic treat- 
ment improved the condition so that now only an 
irregularity of the contour of the wall of larynx 
is to be seen, with no ulceration. The voice is 
good. 

The tertiary lesions causing various forms of 
paralysis of the cords must be thought of. Usu- 
ally there is no local sore or gumma. The trouble 
is caused most often by a gumma affecting the 
nuclei or origin of the vagus in the medulla or 
in the nerve itself at some point in its course. 

A consideration of the deformities resulting 
from tertiaries about the nose and throat merit 
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a separate paper. They are very apparent and 
easily recognized. 

In the congenital form of lues, the child has 
nasal discharge disagreeably persistent, snuffles, 
snoring and mouth breathing. If the lesion is in 
the larynx, the symptoms are bleating or voice- 
less crying. Dyspnea, sometimes amounting to 
laryngismus stridulus, is often present. If we 
have Hutchinson’s triad: keratitis, peg teeth 
with notches, fissures and stellate scars about the 
mouth, we may be sure of the diagnosis. A 
child with all these symptoms was sent to me for 
adenoid operation. This boy presented an almost 
classcial picture of Mongolian idiocy. He had a 
plus Wassermann and was put on anti-syphilitic 
treatment with splendid results. 

There is no doubt that many “luetic children 
are operated upon for adenoids with harmful re- 
sults because at the time the underlying disease 
was not recognized. It has been my custom to 
have a Wassermann made or examine for syphi- 
litie bone lesions before operating. Of course, 
if they have Hutchinson symptoms enumerated 
above, they are not operated upon but treated 
systemically. Dr. Borden of Boston some years 
ago brought out the danger of operating on cases 
of so-called latent syphilis. Such an operation 
would act like a provocative salvarsan test and 
might cause great damage. It would seem to 
me that if a severe reaction occurs or healing 
does not proceed normally in such a case, tests 
could be made and anti-syphilitic treatment 
started before too much damage had been done. 

Attention has been directed to syphilis of the 
accessory sinuses recently. I have not seen any 
in clinic or private practice. It seems that in 
such cases lues occurs as a bone necrosis involv- 
ing the ethmoidal and frontal cells. Gummata 
originate in the bone and not in the mucosa in 
syphilis of the sinuses. 

Conclusions might be summed up as follows: 

Snap-shot diagnosis in throat trouble is wrong 
and syphilis should be considered before treat- 
ment is advised. 

Noses and throats should be examined with 
the best of light by general practitioners. Spe- 
cialists usually use good illumination. 

Careful questioning as to luetic infection 
should be the rule in chronic nose and throat 
affections, especially if contemplating operation. 

Proper anti-syphilitic treatment has shown 
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good results on the lesions of nose and throat 
syphilis. 





SYPHILIS IN HEART LESIONS* 
Witiarp W. Dicker, M. D. 


Assistant Professor of Medicine at Rush Medical College, 
Member of Attending Staff in Medicine, Cook 
County Hospital, 

CHICAGO 

We have now reached a point in the study of 
heart lesions when it is no longer sufficient to 
make a diagnosis of mitral regurgitation or 
aortic regurgitation without including in the 
diagnosis the cause of the lesion. The patho- 
logical basis for the condition is of the greatest 
importance in the prognosis and treatment and 
without considering it we are apt to make a great 
mistake in handling the case. 

A few years ago Cabot published an article 
classifying heart lesions occurring in the Massa- 
chusetts General Hospital into four groups de- 
pending on their etiology. These classes were 
as follows: 

1. The Rheumatic Heart, in which he includes 
the valvular lesions of all forms of streptococ- 
cus infections such as occur in rheumatism, ton- 
sillitis, scarlet fever, etc. The characteristics of 
this group are the occurrence usually in young 
people following one of the infections mentioned 
and the valves of the heart show the result of 
an acute inflammation. 

2. The Renal Heart, in which group he in- 
eludes the hypertrophied heart, which we find in 
nephritis. 

3. The Arteriosclerotic Heart. This occurs 
usually in older people and the heart shows 
lesions of arteriosclerosis and fibrosis. Many of 
these hearts show a mitral regurgitation but at 
autopsy the mitral valve does not show any signs 
of inflammation, the regurgitation being due to 
a widening of the mitral ring. A very large 
number of cases of mitral regurgitation coming 
on late in life are due to this cause. Christian, 
in a recent article, points out that it is very rare 
to find at autopsy an inflammatory lesion of the 
valve in cases of mitral regurgitation coming on 
past middle life, unless it is preceded by a 
definite inflammatory rheumatism. 

4. The Syphilitic Heart. This is the group 
which I am going to take up in detail. 

It has been shown by many pathologists that 
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syphilis picks out the heart and aorta in many 
cases and it is interesting to see their figures. 
Warthin, for instance, who has made a very 
careful search for syphilis in all the autopsies 
at the University of Michigan Hospital has 
found evidence of latent syphilis in one-third of 
all the adult cases. The diagnosis has been 
made positive by finding the spirochaeta pallida 
in most of these positive cases. The total num- 
ber of these positive cases was 41 and in 36 of 
these he found active syphilis of the heart and 
32 showed active syphilis of the aorta. These 
figures lead him to some very startling con- 
clusions. He believes syphilis is the chief factor 
in the production of myocardial insufficiency. 
He also makes the following statement: “My 
pathological experience makes me believe that 
the heart and aorta are involved in every case of 
latent syphilis.” 

Allbutt in his wonderful book on Diseases of 
the Blood Vessels makes some equally surpris- 
ing statements. He quotes Deneke, who says 
“that the death rate of the syphilized is 68 per 
cent above the normal level of insurance com- 
putation.” He also quotes from the statistics 


of the Hamberg Hospital, which shows that of 


83 deaths from syphilis, 54 were due to aortitis. 

During the last year, I have made careful in- 
quiry into the etiology of the decompensated 
hearts that have entered my service at the Cook 
* County Hospital and have here listed those who 
entered during about five months of that time. 

There were 44 cases in all and of these 17 or 
38 per cent. proved to be syphilitic in origin, 10 
or 24 per cent. were rheumatic, 7 or 15 per cent. 
were arteriosclerotic, 8 or 18 per cent. were renal 
and 2 cases or 4 per cent. were fatty hearts. 

Now the source of these figures must be con- 
sidered before drawing any conclusions. They 
were all male patients entering the County Hos- 
pital with decompensated hearts. I do not 
mean to draw the conclusion that 38 per cent 
of all lesions of the heart are syphilitic and that 
rheumatism only accounts for 23 per cent. Of 
course if these figures included women the rheu- 
matic percentage would be much higher. My 
figures simply lead to the conclusion that if 
syphilis accounts for so many cases in the 
County Hospital, it must also account for many 
seen in private practice. Its importance cer- 
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tainly justifies a careful consideration of the 
nature of the syphilitic involvement. 

The most apparent lesion is in the aorta. 
Here we find small areas of inflammation de- 
veloping in the middle coat and later extending 
into the inner coat. This produces a weakening 
of the aortic wall with a dilatation resulting. 
The aortic valves are later involved, giving an 
aortic regurgitation and subsequently the disease 
extends into the orifices of the coronary arteries 
which are close to the valves. When these two 
lesions are present the heart is badly crippled. 

There is also, in a large proportion of cases, 
an involvent of the myocardium which ac- 
counts for the failure of the heart to respond to 
treatment. From the nature of the process we 
readily see that if we are going to accomplish 
anything in the treatment, we must make our 
diagnosis before the aortic valves, coronary 
arteries and myocardium are involved. 

The symptoms of an early aortitis are as a 
rule somewhat indefinite and it is not very com- 
mon to be able to make the diagnosis before ir- 
reparable damage is done; but in some cases we 
ean, and, in these the progress may be stopped 
by active syphilitic treatment. 

The earliest symptom in many cases is pain. 
This may vary from a transient sense of tight- 
ness or oppression about the upper sternum to the 
utter torture of true angina. The patients that 
have pain early are easily diagnosed, but many 
do not show this pain until rather late. The 
other symptoms are even more indefinite. In- 
cluded are such vague complaints as general 
debility, dyspnea, hoarseness, cough and slight 
cyanosis. 

Physical examination before the valves are 
affected gives only a slight increase in the aortic 
dullness and this is usually hard to make out. 
A clanging second aortic sound is described by 
some. Later on, of course, we get an aortic re- 
gurgitation and signs of aneurysm which makes 
the diagnosis as easy as it is of no avail as far 
as treatment is concerned. 

The x-ray gives us the most valuable informa- 
tion for here we can detect very slight dilata- 
tions. And of equal importance is a positive 
Wassermann reaction. A negative Wassermann 
does not rule it out as was shown in one of my 
cases. Here there was a typical syphilitic 
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aortitis clinically with a negative Wassermann 
but the autopsy showed a syphilitic aortitis. A 
spinal fluid Wassermann might have been posi- 
tive in this case and should have been done. On 
the other hand we cannot say that a positive 
Wassermann makes the diagnosis but the absence 
of any other syphilitic lesions and knowledge of 
the frequency of the involvement of the heart 
and aorta of latent syphilis would make one 
strongly suspect .an aortitis if there were any 
symptoms or physical signs pointing to it. 

Another point in the diagnosis is the thera- 
peutic test and this will often give positive evi- 
dence as was illustrated by one case of mine. A 
man with a history of syphilis and a positive 
Wassermann had pain in the strenum with no 
other findings on x-ray or physical examination. 
This promptly cleared up under mercury, 
although it had been present for many months 
and resisted other treatment. 

The prognosis in the case of the syphilitic 
heart is much worse than in the rheumatic, 
when they become decompensated; very few of 
them ever being able to do much after they have 
once broken down. This, as I have mentioned, 
is easily explained by the pathology, as the 
coronary arteries and myocardium are so often 
involved. 

The study of the effect of syphilis on the heart 
must lead us to the conclusion that the heart of 
every so-called cured syphilitic should be very 
carefully watched throughout his life and any 
abnormality should call for active treatment. 
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“My dear sir,” said the physician slowly, “I have 
been attending you dor nine weeks and have done my 
best, but I’m afraid that your end is near. Have you 
any last wish to express?” 

“Yes, doctor,” he replied in a faint voice, “I wish I 
had had another doctor.” 
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HYPERTROPHIED ANAL PAPILLAE 
(PAPILLITIS)* 


CHARLES J. Drurck, M. D. 
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School and Hospital, Rectal Surgeon to Peoples Hospital 
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The transition from mucous membrane lining 
the intestinal canal to the external skin at the 
anus is accomplished in three distinct steps each 
forming a distinct zone. In the intermediate 
zone the epithelium changes to several layers of 
polygonal cells. Dermal papillae are found here. 
The submucous layer is very vascular and con- 
tains a ganglionated plexus together with lamelle 
corpuscles. The muscular coat terminates in 
slender bundles in the rectal columns forming 
the internal dilator muscle of the anus, while 
the circular layer of the muscular coat becomes 
thickened into the internal anal sphincter. This 
internal anal sphincter is of smooth muscle fibers. 
Below this muscle is the external anal sphincter 
which is composed of striated muscle. (Lewis 
and Stohr: Textbook of Histology.) 

On the borders of the anal valves are tubercles 
or papillae of highly sensitized tissue. These 
papillae are always present although normally 
of small size. One or several of these papillae 
may however become hypertrophied and may at- 
tain the size of a rice grain. I have seen one as 
large as a navy bean which was mistaken for 
an anal polypus. Three tumors may be seen 
by everting the anus or through an anoscope. The 
pyramidal teats have a pinkish colored base con- 
tinuous with the mucous membrane below it but 
have a pearl white tip. Digitally they may be 
appreciated as hard nodules about the anus, al- 
though a digital or specular examination is very 
painful. The histology of these anal papillae is 
very interesting. The deeper portion is composed 
of erectile tissue similar to the corpora cavernosa 
of the penis. In this tissue are numerous thin 
walled venous spaces with but slender trabeculae 
of tissue between them. The veins of this stric- 
ture have such thick walls as to closely resemble 
arteries, 

The nerve supply of these papillae is from the 
pudendal and the inferior hemorrhoid. Sensory 
filaments terminate in tactile corpuscles in the 
superficial or external mucous membrane struc- 
tures and in lamellar corpuscles in the cavernous 
tissue. 


*Read before the Chicago Medical Society. 
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Symptoms: These little papillae are stimula- 
ted by each passage of the fecal bolus and if 
diseased this irritation may be very painful and 
otherwise disturbing to the sufferer. At each 
distention of the anal canal by the feces these 
little papillae engorge and become painful ; there 
is a feeling of fulness or tickling within the anal 
canal, a sensation of incompleteness of evacua- 
tion, or as though worms were being voided or 
were crawling on the skin about the anus. There 
is also a consciousness that the anal sphincter is 
unduly contracted. This seance recurs with each 
defecation and it may be several minutes or per- 
haps an hour until by sphincteric compression 
and the retraction of the mucosa, the papillae are 
depleted and assume their former size and posi- 
tion and the distressing symptoms subside. As 
the papillae become hypertrophied and are con- 
tinuously enlarged the symptoms are more likely 
to be constantly present. In some instances the 
_ anal sphincter is so spasmodically contracted as 
to prevent a complete evacuation and the lower 
rectum remains filled with feces. An enema 
given at this time will empty the bowel but its 
administration is painful and therefore objection- 
able to the patient. 

Although the symptoms of papillitis are quite 
constant this condition is frequently overlooked 
and treatment instituted for pinworms, hem- 
orrhoids or pruritis or perhaps the feces are ex- 
amined for some irritating factor. Such treat- 
ment of course fails to relieve and the patient is 
then dismissed as a neurotic when his trouble is 
all local and really very amenable to treatment. 
If untreated these papillae may become definite 
polypoid tumors or the venous congestion be the 
forerunner of hemorrhoids. 

Treatment: All of this troublesome chain of 
symptoms will be relieved magically by amputa- 
tion of the papillae which is very satisfactorily 
accomplished under local anesthesia. The width 
of the anesthetized field may be modified ac- 
cording to the extensiveness of the disease in the 
case on hand. (My technic of regional anesthe- 
sia I have described elsewhere.) When but a 
few individual papillae are to be removed the 
infiltration may be confined to the diseased 
masses. The needle is inserted into the mucous 
membrane at the base of the tumor and gradu- 
ally advanced toward the apex injecting as we 
proceed. Ten drops of anesthetic solution to each 
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papillae is usually enough. When a number of 
papillae are enlarged and the sphincter is hyper- 
sensitive it is better to anesthetize the whole anal 
ring and the sphincter muscle. 

Having anesthetized the papilla so that it may 
be manipulated without causing pain it is drawn 
out with tissue forceps and cut off well below 
its base. The wound is not sutured. Local 
asepsis (careful cleansing after each defecation 
and a warm sitz bath each day) is all the after 
treatment required. When the patient is dis- 
charged he is instructed to continue the ablutions. 

Case 37 says that for two and a half years she 
has had pain, itching and a creeping sensation at 
the anus, is constipated and feels as though evac- 
uation is incomplete. Anus feels sore. On exam- 
ination there were found five hypertrophied anal 
papillae and one hemorrhoid on the right poste- 
rior quadrant of the anus. These were all re- 
moved under local anesthesia. Three weeks later 
patient reports that she “Enjoys the comfort of 
going to stool and getting results she has not had 
for years.” 

30 North Michigan Avenue. 





A MEDICAL OFFICER’S DUTIES IN AN 
ARMY CANTONMENT* 


Evucene Tompson, M. D., 
EAST ST. LOUIS, ILL. 


I have prepared this paper with a feeling of 
diffidence. I know you are all wide-awake men, 
keeping yourselves carefullly informed of what is 
going on in the world, not in the least neglect- 
ing matters pertaining to our profession. For 
this reason I fear I am going to tell you some- 
thing you are already familiar with—in the ab- 
stract at least—the life of the doctor in the 
army camp. My life as a doctor in such a camp 
covered a period of only six months but it was 
six months full of an experience I had never 
before had, experience that gave me a better in- 
sight into human nature. True, I saw this 
nature at its best. I saw it when fired with 
patriotism, when considerations of self sank into 
insignificance, and zeal for our country and our 
country’s welfare was the only consideration. But 
why speak of this? All know the unanimity of 
sentiment that fills the breasts of true Ameri- 
cans—a sentiment that will drive Wilhelm 


*Read at the i of the St. Clair County Medical So- 
ciety, September 5, 1918. 
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Hohenzollern from his egotistical, tyrannical and 
blood-stained throne, and which will give the 
German nation what it now does not appear 
to want—a government by its people. The 
physician in private practice sees human nature 
not at its best. We see the sick body and we also 
see a sick disposition, and those of us who are 
most successful in dispelling the gloom of the 
patient and his friends, are the most successful 
in practice. 

In an army cantonment, as I have before 
stated, we see this nature at its best and brightest 
time—every one, private and officers, full of 
enthusiasm; the latter kind, yet firm in disci- 
pline ; and the former willing, alert and obedient, 
knowing full well that an army cannot be a suc- 
cess unless they obey all rules and submit cheer- 
fully to the strictest discipline. 

Camp Dodge, Iowa, is located twelve miles 
from Des Moines, the capital of the state. It is 
an ideal place for an army cantonment. The 
streets are laid out with the regularity of those 
of a city and all the modern conveniences are 
supplied. The buildings consist of the barracks 


where the soldiers are quartered, and the in- 


firmaries where sick call is held and where the 
medical department is quartered, and where also 
are a few beds for the accommodation of 
patients before they are sent to the base hospital. 
In addition to these are the officers’ quarters, 
latrines, and base hospital. 

This latter is an immense structure, covering 
with its courts and yards 35 acres, and able to 
accommodate 2,000 patients. It is unnecessary 
for me to say that this hospital is supplied with 
all thodern appliances, managed by the best 
surgeons, with a full corps of competent nurses. 

I wish to say that when I was discharged from 
army service nearly six months ago the surgical 
head of the base hospital was Major T. C. 
Witherspoon, a former St. Louis surgeon, and 
doubtless known to many of you. I had nothing 
to do at this hospital except to attend the weekly 
lectures given there by some members of the 
profession on medical topics. I was one of three 
surgeons attached to a regiment—the 313th 
Engineers—and, of course, held forth at their 
infirmary, Each regiment has its own infirmary, 
and the size of it, and the number of surgeons 
allotted to it, depends upon the size of the regi- 
ment. Ours, when full, contained 1,600 men, 
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whose health we three surgeons looked after. 
This was a comparatively easy task, for the men, 
as you know, were all young and very few were 
afflicted with diseases of a chronic nature. 
Every morning we had our sick call, usually 
from 7 to 8. Two rooms were used for this pur- 
pose—a waiting room and a consultation room. 
In the latter the three surgeons would take their 
stand, and matters were so arranged that our 
assistants would send patients to each of us as 
we had time to care for them. No seats or 
chairs were used except when patient was too 
sick to stand or when it was necessary to ex- 
amine a foot or leg. 

We would question the patient, get a general 
idea of what ailed him, step to that part of the 
room where the drugs were kept, and in a little 
paper box would put what pills or tablets we 
thought he needed. We would stitch up wounds, 
and put splints on broken bones, but when it was 
apparent a patient was going to be sick any length 
of time, he was sent to base hospital. Cases 
about which we entertained some doubt were 
kept in the infirmary until we could decide the 
real nature of the trouble. Occasionally it 
would happen that a soldier would be too sick 
to attend sick call, then one of us would visit 
him at the barracks, and if he was found to be 
very ill he would be sent from there to the base 
hospital. Occasionally we would run across a 
case of nostalgia, but not often. The boys were 
too much in earnest to permit a little case ot 
home-sickness to get the better of them. A few 
came in with pro-german tendencies but these 
were soon found out and appropriate remedies 
applied. Our malingerers were usually of this 
type and at times some of them could feign ill- 
ness so well that for a little time we would be 
in doubt about them. Such were put to bed, 
not allowed to get up or walk about, kept on a 
light diet, with the result that they would soon 
tire of such treatment and show a willingness 
to return to duty. 

Our sick call became heavier every time a 
new contingent was added to our regiment., Fre- 
quently, for some reason, soldiers would be sent 
away to other camps, some from each regiment. 
So many were taken from us at one time, about 
February 1, we were down to 600 men. When 
the new contingent came in on February 15, we 
were allotted enough to fill up our quota, 900. 
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These, of course, had to be examined by us which 
for three days gave us plenty to do. There ws 
nothing exactly hard or difficult about making 
these examinations after the work has been sys- 
tematized. 

Early in the fall, owing to the newness of the 
work, it rather stuck to our fingers, but after 
a system was evolved we found we could do the 
work thoroughly and with dispatch. As a rule 
the eyes would be tested first. One of the en- 
listed men of the medical department was taught 
to do that. Enlisted men were also taught to 
test the hearing and to take the finger prints. 

Before examination began the recruit was 
stripped. After eye sight and hearing were 
tested, one of the surgeons examined the nose 
and throat. The recruit was passed on to 
next surgeon, who examined the extremities, 
noted the condition of the feet, toes, hands and 
fingers, and also looked the body over for de- 
formities, abnormalities and scars, also examined 
for hernia, undescended testicle and for piles. 
This done the recruit passed on to the last 
surgeon, who examined the chest. Of course 


records had to be kept. The recruit brought with 


him his card, or, if he did not bring it, it was 
sent us by his local examining board, giving us 
the result of that examination, and this, of 
course, served somewhat as a guide for us. We 
had to fill out for each one a form 88 which 
served as a permanent record, and which was 
sent to our Division Surgeon, who in turn for- 
warded it, after a certain time, to the authori- 
ties at Washington. I should mention also that 
to each regiment are attached dentists; we had 
two, who examined the teeth and did what dental 
work was found necessary. 

Before . proceeding further I must speak of 
another duty that devolves on the army doctor. 
Our camp had one general inspector, Major 
Fronk. It was one of his duties (I speak here 
in the past tense for the Division at Camp 
Dodge, the 88th, has gone to France and it is 
possible some other system is in vogue there now), 
to see that the medical staff of each regiment 
carefully looks after its sanitary condition. He 
would accompany one of us on our round of in- 
spection, which consisted in going through the 
mess halls and kitchens to see that these places 
were properly screened and dusted, to see that 
the ice box was kept clean and free from odor, 
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to see that no decaying fruit or vegetables were 
allowed to accumulate in the store room, and 
also see that the latter was kept clear of dust 
and flies. Of course the cooks and kitchen police 
came in for their share of inspection, and they 
were specially cautioned to keep their garbage 
can screened and their clothing and aprons clean 
and tidy. Even the hands, fingers and finger 
nails were not to be overlooked by the medical 
inspector. E 

The canteen, or exchange, where the soldiers 
bought their soft drinks, toilet articles, clothing, 
lunch, smokes, etc., was also visited by us, and 
like the rest of the places was expected to be 
kept in prime condition. The barber shop also 
came in for its share of attention. 

The general inspector would drop in at un- 
expected times to see that we were faithfully 
performing our duties. These inspections were 
made twice daily and in our regiment this duty 
happened to devolve on me. I had seven mess 
halls and kitchens, seven latrines, the exchange, 
the barber shop and officers’ mess hall and 
kitchen to inspect, which took from one to one 
and a half hours each time. We medical offi- 
cers were not allowed to give orders—merely 
make suggestions. 

If anything was found wrong anywhere we 
were expected to call the attention of the com- 
manding officer of the company to it and he 
would see that the defect was corrected. Usually 
one notification was sufficient, and it is highly 
commendable that the officers were quick to act 
on the suggestion of the medical inspector. I 
should not close this paper without mentioning 
how we handled venereal diseases. As might be 
expected quite a number of recruits came in 
afflicted with such diseases. Such were given cer- 
tain seats in the latrine to use and they were also 
put on treatment. 

The gonorrheal patients were given injections 
twice daily at the infirmary. No particular drug 
was insisted on being used, but generally some of 
the silver salts were employed. No drug was 
given by the mouth for this disease. In the case 
of syphilis treatment was also given at the in- 
firmary and mercury by the hypodermic method 
was ‘used. If any of the soldiers had inter- 
course when on leave of absence, they were re- 
quired, upon their return to camp, to come to 
the infirmary for prophylactic treatment, which, 
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of course, was some kind of an injection. To 
make the matter of prophylactic treatment yet 
more effective, such a station was established in 
Des Moines to which place the soldier must re- 
pair immediately after for his 
treatment. Should a venereal disease develop 
after he had complied with this rule he was 
treated and no punishment was inflicted on him. 
However, if he failed to avail himself of this 
prophylactic treatment and the disease developed, 
he was punished. Said punishment was prob- 
ably a fine of a month or two months’ pay and 
withdrawal of permission to leave camp for a 
long time. 

It is not for me to say whether the prophylactic 
treatment warded off cases of gonorrhea, but 
one fact is very suggestive. Very few cases of 
venereal diseases developed after the soldiers 
came to camp. About every ten days a venereal 
inspection of the entire regiment was ordered 
and the three surgeons would go to the different 
barracks, have the boys pass by with organs ex- 
posed, and a hurried but fairly efficient examina- 
tion was made. In this way we were able to 
keep good track of these diseases. It was re- 
markably seldom that any newly-contracted dis- 
ease was discovered. Whether this was due to 
the fact of the prophylaxis, or whether knowl- 
edge of the fact that at some unexpected time 
soldiers would be subject to examination, acted 
as a deterrent, I am unable to say. It is my 
private judgment, however, that it was the latter 
reason which accounted for the almost complete 
eradication of venereal diseases in our regiment. 

In regard to the medical department, the 
surgeons and dentists do not compose this de- 
partment in its entirety, but in addition there 
are a number of enlisted men who by reason of 
special qualifications are attached to this depart- 
ment. For instance, a druggist is found among 
the enlisted men. He is taken and given in 
charge of the drugs. Some one may be found 
who has had some experience in nursing or has 
worked around a hospital. Such is also appro- 
priated to our use. Then, of course, we have to 
be filled up with others who, while they may 
never have had any experience along medical 
lines, yet because of special intelligence are en- 
titled to a position with us. 

Besides the medical officers and dentists, we 
had eighteen of these men. Their duties were 


intercourse, 
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diversified. One or two had to handle the type- 
writer, others did police work. By this we mean 
keeping the infirmary in order, attending to the 
furnace, helping out at sick call, running errands 
and the like. But one very important piece of 
work these men are to perform is to carry litters 
on the field, and one of the important duties of 
the medical officers was to give these men deily 
instructions in litter bearing. One of our medi- 
cal officers had seen service on the Mexican 
Border and was quite efficient along practical 
lines, and to him was given the task of instruct- 
ing our men in the use of the litters. We were 
also expected to teach men the rudiments of 
physiology and anatomy ; show them how to con- 
trol hemorrhage; accustom them to the use of 
antiseptics ; how to apply splints; render first aid 
and the like. 

The duties of the medical department at the 
front will be most important and exacting, and 
these non-commissioned men attached to it are 
the ones who will carry the wounded from the 
field to the first aid dressing station. 

It is necessary that they be in the best of 
health, courageous and strong. No less neces- 
sary will it be for the surgeons to be likewise 
strong, manly and possessed of great endurance. 
For this reason the War Department expects or 
demands that surgeons who are attached to the 
regiments in the field be young enough to 
undergo excessive physical strain and loss of 
sleep. Hence gray heads on the firing line 
cannot be used. The only place for a physician 
past 45 is in a base hospital and here he is re- 
quired to be a specialist of one kind or another. 
It is virtually impossible for a general practi- 
tioner of past middle age to become an intern 
in a hospital. The only place for one of these 
is on, or near, the firing line, and as I’ve already 
stated he must be at an age when he can endure 
excessive hardships without himself, breaking 
down and becoming a burden. 





BACTERIURIA (Continued) 


Louis E. Scumunr, M. D., 
CHICAGO, 


With the carrying out of the technical de- 
tails as just described, it stands to reason that 
the urines thus obtained ought to be free from 
contamination. The laboratory reports in our 
regular routine work frequently suggest that 
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the findings show or at least contamination is 
suspected. Naturally these cases must be re- 
examined in order to determine their accuracy. 

It has been my custom to insist that all speci- 
mens of urine which are to be examined bacter- 
iologically are sent after collection to the labora- 
tory as quickly as possible. I am under the im- 
pression when thus examined a more correct ver- 
sion can be obtained than if this rule is not fol- 
lowed. If speciments are allowed to stand at 
room temperature for some hours, bacteria are 
known to multiply with such rapidity that quali- 
tative results may be accurate but that the quan- 
titative results must necessarily be erroneous and 
wrong conclusions deducted. Furthermore if con- 
tamination has taken place, if specimen is not 
immediately examined, the contaminating growth 
may have sufficient time to develop and over- 
whelm the real picture. In order to eliminate to 
a certain extent this error, the specimen if not 
immediately examined should at least be put into 
the ice chest, the mouth of the container to be 
protected. This avoids ammoniacal decomposi- 


tion of the urine and permits of bacteriological 


examination. 

The macroscopic appearance of a urine never 
permits of an accurate opinion, for instance, the 
urine may be clear and yet contain many bac- 
teria. The hanging drop in pronounced cases 
gives information regarding the number, form 
and motility of the bacteria. The stained speci- 
men of the sediment is always to be examined. 
Here I wish to state that errors are frequently 
made as the bacteria do not adhere readily to 
the cover glass if the urine is free from albumin 
because in the course of staining the bacteria are 
easily washed off. It is advisable in these cases 
before the drop is placed on the glass to first 
add a little ascites or other sterile albumin fluid 
to the glass in order to give the bacteria an 
adherent media. In the routine staining the 
ordinary stains as well as the method of Gram 
is always used, 

If the bacteria are plentiful no concentration 
or centrifugalization is required, simply a few 
loopfuls to each tube of the various kinds of cul- 
ture media. The usual plating should always be 
‘carried out. 

Bouillon inoculation should never be omitted. 
In those cases where the urine is clear and the 
bacteria not numerous, 5 to 10 c. c. of the urine 
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must always be centrifugalized and the sedi- 
ment used for the inoculation of the tubes. 

It is needless for me to go into all the bac- 
teriological technic as work of this kind pre- 
supposes the necessary knowledge for successful 
investigation. , 

From the clinical point of view it is necessary 
to recall the fact that the source of the bacteria in 
the urine may be that the bacteria are taken from 
the blood stream through the kidney and gain 
entrance to the urine through this route. There- 
fore bacteriological work on the blood concomi- 
tant with that of the urine is often desirable. 

Furthermore in diseases of the kidney, such as 
abscesses, tuberculosis and true involvement with 
the colon bacillus, naturally growths are obtained. 
In these cases the bacteria are “adherent,” so to 
say, to some organic material and in these cases 
the sediment would show this. Concurrent bac- 
teriuria could and often times does co-exist with 
positive disease of the kidney or other organs. 
I wish it distinctly understood and I hope in the 
discussion it will be so understood that this type 
of mixture of conditions nor the simple but true 
infections, for instance with the colon bacillus, 
is not under consideration in this paper. Nat- 
urally in order to elucidate, it will be necessary 
for me to group these various kinds of cases of 
bacteriuria. 

1. Cases of bacteriuria without the presence 
of pus in the urine, with no evidence of inflam- 
mation in or out of the urinary tract. 

2. Cases of bacteriuria with the presence of 
pus in the urine with evidence of (a) disease in 
the genito-urinary tract of the male or urinary 
tract of the female, (b) of disease outside of the 
genito-urinary tract of the male or urinary tract 
of the female. 

It is desirable to give example of these dif- 
ferent types, rather from a pathological classifi- 
cation, not from the clinical division as already 
shown. 

Group 1. (a) Male, aged 42 years, refused by 
life insurance company. Examined June, 1903. No 
complaint of any kind, in fact does not know for 
for what he was “turned down.” General physical 
examination from every standpoint is and continues 
to remain negative. September, 1917. However, the 
urine passed shows the peculiar turbidity character- 
istic of bacteriuria. On several occasions during this 
time, the terminal urine was cloudier than the rest of 


the urine voided. Besides on massaging the prostate, 
fluid is always obtainable which is loaded with colon 
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bacilli. 
ments. 

Group 2. (a) X-11. Male, aged 27 years. De- 
cember, 1917. Family history negative. Always con- 
sidered well until 25 years old. Then without known 
cause, swelling of one testicle, not particularly pain- 
ful, but quite sensitive. Abscess apparently formed 
in course of six months and fistula remained. Three 
months later opposite side took same course ot 
swelling and breaking down. Rectal examination 
showed vesicles and prostate involved in an inflamma- 
tory mass, however, not at all sensitive. Urinary 
symptoms only frequency. Urine containing pus and 
blood and tubercle bacilli. Urine on filtration, typi- 
cal appearance of bacteriuria. Cystoscopy, bladder 
contents diminished and bladder mucosa shows a few 
isolated inflammation areas in the trigone which ap- 
pear superfical. Ureteral orifices normal. Ureteral 
catheterization easily carried out. Both urines .7 per 
cent urea, slightly turbid and culturally and micro- 
scopically only colon bacilli to be found. No pus 
present in urine from kidneys. 

This case shows kidney bacteriuria with admixture 
of pus from lower urinary and genital tract. 

Group 2. (b) Female, aged 37 years, married, 
mother of three children. 

Occasional urinary symptoms, pains and frequency. 
At times urine loaded with debris. Gives history of 
having had chills, fever, at times of abdominal pains. 
Menstruation apparently normal. Genesal physical 
examination negative, although had been advised by 
several surgeons to have right kidney removed. Cys- 
toscopically, bladder mucosa practically normal in ap- 
pearance. Both ureteral orifices apparently emitting 
clear urine, regularly and with force. Both ureters 
catheterized and urine clear macroscopically and free 
from pus microscopically and cultures always on re- 
peated examination showed the colon bacillus. One 
centimeter from right ureteral orifice, a small teat 
like elevation and at times a worm like mass that 
would curl up and flow and settle to the bottom of 
the bladder, often times apparently ten or twelve cen- 
timeters long. It had consistency of tooth paste 
which is expressed from tube containers. The blad- 
der urine showed pus and occasional red blood cor- 
puscles. 

Diagnosis, bacteriuria from higher urinary tract, 
admixture of pus from rupture of Fallopian tube 
empyema. 


Absence of pus and other pathological ele- 


Some consideration as to the question of 
pathology should be given. There has been much 
said and written on this subject: as to whether 
or not healthy kidneys may or may not excrete 
bacteria ; whether or not some inflammatory con- 
dition pre-existed and naturally caused definite 
changes to occur and these in turn to allow the 
excretion of bacteria. Again take long continued 
sicknesses, such as pulmonary tuberculosis, into 
consideration. Undoubtedly in many instances 
the bacillus tuberculosis is found in the urine, 


LOUIS E. SCHMIDT 243 


without any other pathological findings, and at 
the postmortem table no macroscopic changes in 
the kidney; however, microscopically some 
changes of a light degree, not at all, however, 
sufficient to account for the excretion of the bac- 
teria. In the acute infectious diseases the germs 
are found both in the blood and urine and after 
a normal course of any one of these, often times 
no changes in the kidney, blood nor urine are to 
be observed. However, the question arises, were 
there changes going on in the kidney at the time 
of the height of these infectious diseases which 
would permit of the passing through of the bac- 
teria? Take true colon bacillus infections of the 
kidney into consideration. Here the usual find- 
ings of inflammation are to be found in the urine. 
Blood, pus, bacterial and other casts, epithelial 
cells, debris, and albumin and naturally the colon 
bacillus. After the subsidence and complete ab- 
sence of evidence of inflammation in the urine 
the bacteria have been to continue. 
Therefore it may not be out of place to believe 
that the changes thus produced in the kidneys 
permit of the excretion of the bacteria. Where 
focal infections, such as diseases of the tonsils, 
nose, throat, gums and teeth, etc., are playing 
such an important role, not overlooking all the 
focal diseases of the abdomen, which however 
may permit the bacteriuria, the organs being 
neighboring or the disease may extend by the 
lymphatics direct to the urinary organs, must be 
at the present state of our knowledge taken into 
consideration when trying to find out the reason 
of bacteria in the urine. 

In the true cases of bacteriuria there is often 
times no history of any kind of previous disease 
of the urinary tract. From what has already 
been stated I am inclined to believe, however, that 
in all cases of bacteriuria, possibly except of the 
hematogenous and lymphogenous types, that pus 
is always present at the beginning of an attack, 
although I believe oft times only for a very short 
peirod and practically of a light character. That 
when the pathology is established between the 
focus and the urinary stream, the bacteria may 
continue to persist without the presence of pus; 
furthermore, I am of the opinion that there may 
be at any time during the course of the bac- 
teriuria, a flare-up of inflammatory conditions 
and naturally with the presence of pus and blood 
in the urine at these times. For this reason bac- 


known 
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teriuria has often times been regarded as the 
connecting link between these extremes. 

In the vast majority of cases of bacteriuria in 
my series of cases in the male the patient gives a 
history of one or more attacks of urethral infec- 
tion with or without complications. 

In many of these cases there is no pus in the 
irine, nor can any be obtained by expression of 
-he adnexa as cited in one of the cases. Yet in 
numerous cases where diseases of the kidney, 
bladder and urethra were eliminated it has been 
possible for me to express excretions from the 
adnexa in such quantity that the fluid would 
flow into the bladder and then in obtaining the 
same with admixture of sterile water to be used 
and this in turn would have the typical appear- 
ance of a bacteriuria. In some instances I have 
found it possible to express either from the ves- 
ticles or prostate or both. At the same time only 
normal vesical or prostatic secretions without the 
presence of pus. In most instances, however, in 
addition to the bacteriuric condition, pus would 
also be found, mixed with the fluids thus ob- 
tained, showing that the chronic inflammatory 
conditions of the adnexa were still present. 
Again here, as in cases of the kidneys, the inflam- 


matory conditions were undoubtedly the fore- 
runners of the bacteriuric condition and at least 


in some cases concomitant. 

I wish to add that in these cases I always 
examined the urine from the kidneys, and only 
in a few instances was I in a position to state 
that the bacteria had two points of entrance into 
the urinary stream. 

It is always desirable to obtain a most accutate 
history, particularly in the obscure cases, to take 
into consideration particularly diseases of the 
abdomen, appendicitis, gall bladder diseases, 
enteroptosis, obstipation, etc., and operations 
which have been performed whether on these or- 
gans or on the pelvic organs of women. History 
of attacks of fissures of anus, fistula, hemorrhoids, 
of leucorrheal discharges or adnexa and womb 
troubles and naturally infection of the female 
urethra and glands. It is of course needless to 
state that a most thorough examination from 
head to foot, including all the parts mentioned, 
are essential in order to arrive at some definite 
conclusions. 

Where definite information as far as signs in 
the urinary tract are concerned regarding the 
presence of active diseases of the urinary tract it 
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becomes necessary to find signs equally as positive 
if possible which are indicative of diseases out- 
side of the genito-urinary tract in the male and 
the urinary tract of the female. 

Ureteral catheterizations frequently have 
shown me that bacteria gain entrance only 
through one kidney, however, most often through 
both. In these cases abdominal diseases of one 
kind or another are often times demonstrable and 
in many cases have been operated upon, but I 
wish to say without any alleviation as regards 
the bacteriuria and the symptoms produced. I 
have particular reference to appendicitis and 
perityphlitis although in one instance a Meckel’s 
Diverticulitis was found. 

The anatomy of the lymphatics between those 
of the colon and kidneys has been thoroughly 
demonstrated, again the lymphatics of the blad- 
der vesicles and prostate, going up along with the 
ureter and connecting with those of the pelvis of 
the kidneys. In several instances of chronic 
appendicitis I was able to demonstrate to my own 
satisfaction that bacteria gained entrance to the 
ureter, as urine from the pelvis on the corre- 
sponding side was sterile, but on part withdrawal 
of the ureteral catheter colon bacilli on repeated 
examinations were always found. 

In many of the chronic cases of adnexa troubles 
in the male, the bacteriologic findings were from 
the kidneys, not from the bladder or adnexa, 
although these still showed signs of disease. 

The same may be said of the tubal and uterine 
processes where they are easily demonstrable by 
examination and where the bacteriologic findings 
are from the kidneys and not from the bladder. 

In many instances in women with urinary 
symptoms such as may be produced by bacteriuria 
a light degree of parametritis has frequently been 
observed. Of course the skeptical will ask if the 
parametritis is not the cause of the symptomo- 
tology. In some of these cases the cystoscopic 
findings are the most important, one and the 
same, no matter what organ or organs are in- 
volved provided the lymphatics lead to the 
bladder. 

It is an edema, due to inflammatory condition 
outside of the bladder, and in these cases the 
edema is comparatively of a mild character and 
accurate cystoscopy must be employed or other- 
wise it is easily overlooked. It may be either 
around one or both ureteral orifices, or chiefly 
around the internal urethral orifice or involving 
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more or less of the trigone. In several instances 
peri and para cystitis was discoverable by this 
type of edema. It consists sometimes of only a 
few almost microscopic sized elevations of the 
mucous membrane, again numerous and larger 
in size. They are filled with clear fluid and are 
translucent ; maybe isolated or conglomerate. In 
the pronounced cases these elevations appear like 
small grape-like masses, being made up of small 
and large vesicles. To me this condition is abso- 


lutely pathognomic of inflammatory conditions— 
being a manifestation of a lymphatic involve- 
ment, often times with the focus of involvement 
some distance away, or it may be by direct con- 
tact of the inflamed organ with the bladder wall. 


DIAGNOSIS. 


In the diagnosis the question arises of how 
and why do the bacteria gain entrance to the 
urinary stream ? 

It is a settled question that bacteria are not 
to be found in the kidney, ureter or bladder or 
in the urine as it leaves the kidneys and find 
lodgment in the bladder in normal, healthy indi- 
viduals. It is well recognized that there is a 
flora in the male urethra in perfectly healthy 
individuals, but these bacteria when washed out 
whenever spontaneous urination takes place, does 
not constitute bacteriuria as it is recognized at 
the present time. It is true an inflammatory dis- 
ease of the urethra may cause involvement of 
parts which in turn sooner or later may give rise 
to bacteriuria, as already pointed out. 

In acute infectious diseases bacteria are elimi- 
nated after gaining entrance to the blood stream 
through the kidneys. This holds true as pointed 
out in some chronic bacterial diseases. In some 
instances after the disease has passed and the 
individual is regarded as practically well, he may 
continue to excrete bacteria for years, and these 
individuals are regarded as carriers. I did not 
take up the subject of the pathology as it would 
have been necessary to theorize, but sufficient to 
state that in this class of cases with the history of 
infection and the clinical course recognized, it is 
sufficient for our purposes to simply state that 
the bacteria gain entrance to the blood stream 
through one focus or another and are then elimi- 
nated through the kidneys. 

This same procedure may account for bac- 
teriuria when found concomitant with distinct 
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focal diseases such as tonsillitis, furunculosis or 
skin abscesses, sinus diseases or even appendicitis, 
and also inflammatory diseases adjacent to or 
even involving genito-urinary organs such as para 
or peri nephritis, and in women inflammatory 
diseases of their genitalia. On the other hand 
practically one and all of the inflammatory dis- 
eases involving abdomen or pelvis, in male or 
female, may extend by direct or indirect contact 
through the lymphatics which in turn may 
anastomose with the lymphatics of one or both 
kidneys or of ureters or with the minute plexi 
which surround bladder, prostate and vesicles. 

Therefore in the diagnosis it is necessary above 
all else to carefully search for the focus of en- 
trance so to say. It becomes necessary in all 
cases, but particularly in obscure cases, to examine 
cases most thoroughly from every angle and be 
positive not to overlook any one or more possible 
sources. It is not to be denied that this is not 
an easy matter in many instances, but I can 
truthfully state that the more experienced, the 
easier it is to arrive at positive conclusions. In 
establishing these conclusions it is necessary, 
therefore, to ascertain, with the methods already 
described, the point of entrance of the bacteria 
into the urinary stream, whether from one or both 
kidneys, and I refer to these then as cases of 
kidney bacteriuria. However, the general exami- 
nations must determine as to whether or not the 
bacteria have gained entrance to the kidneys per 
blood stream, continuity or by the lymphatics, 
which are practically the same; or again, whether 
through a ureteral wall, as mentioned in one case, 
or further through the bladder or adnexa of the 
urethra. These are then referred to as ureteral, 
bladder, prostate or even seminal vesical bac- 
teriuria cases. I do not believe the terms total 
referring to the renal cases and partial as to those 
arising from the prostate is a sound classification. 

It is a recognized fact that an injured or a dis- 
eased intestinal wall allows the passage of bac- 
teria, probably by way of the lymphatics and then 
by way of the blood stream. The character or 
severity of the lesions, however, have not been 
determined. It is very questionable whether nor- 
mal, healthy mucosa will permit of this phe- 
nomena, although there are some authorities that 
seem to think so—just as there are some that 
believe that healthy kidneys will allow bacteria to 
pass. 
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TREATMENT. 


It can readily be understood if bacteriuria is 
simply regarded as a manifestation of a focal 
infection that it cannot be regarded as a disease, 
I believe this must be done, although the 
older writers treated the subject as a disease and 
did not regard it simply as a sign. With a fair 
knowledge of the etiology and pathology I am 
inclined to believe that this view is sufficiently 
convincing and that when the topic of treatment 
is considered, the basic or underlying cause must 
be taken into account. For this reason, after the 
demonstration of certain bacteria and their con- 


per se. 


stant presence in the urine has been ascertained 
and also their place of entrance into the urinary 
stream, whether renal one or both, ureteral one 
or both, bladder, vesicles or prostate has been 
determined as the focus of infection, the har- 
borers of the bacteria, similar to those found in 
the urine, must be looked for. 

I have already pointed out, in case of acute or 
chronic infectious diseases, that the bacteria prob- 
ably reach the kidneys per the hematogenous 


route. However, where the bacteria persist in 


the urine, undoubtedly focal conditions and 
thence lymphatic involvement naturally could ac- 


count for their persistency. 

Again, in focal diseases, distant from the kid- 
ney, the hematogenous route could be the mode 
of entrance, while again the lympathics might 
also be involved and the blood stream could dis- 
seminate and permit the kidneys to excrete them. 
In these instances their origin in the urinary 
stream would be renal in character. But in other 
instances, particularly abdominal conditions such 
as I have reefrred to, may permit of the bac- 
teriuria being renal in character. 14 nave men- 
tioned appendicitis and obstipation and gastro- 
intestinal involvement of various kinds which 
apparently permits of lymphatic involvement. As 
these are directly connected with one or both kid- 
neys, the bacilluria may either be one or both 
sided renal in character. As already pointed out, 
troubles may exist in the pelvis of the male or 
female or around the bladder, and the lymphatics 
may be involved and transmit directly to the 
lymphatics of the pelvis of the kidneys, and here 
again the point of entrance is renal in character. 
In some instances this seems to be direct involve- 
ment of the wall of the ureters, as is definitely 
known to occur in cases of appendicitis and the 
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entrance to urinary stream may be ureteral, as 
demonstrated in one instance by myself. Pus 
tubes or parametritic conditions in the female are 
frequently the source of the trouble. 

The bladder type of bacteriuria, meaning by 
that the entrance of bacteria into the urinary 
stream by way of the bladder, is more common 
in the male, while the renal type is common both 
in male and female, but in my experience much 
more frequently seen in women than in men. This 
is accounted for by the fact that chronic involve- 
ment of the male genitalia, adnexa to the urethra, 
is exceptionally common. Ii these cases it is 
true there may also be involvement of lymphatics 
which ascend with the ureter, but in most in- 
stances the involvement remains around these 
parts. I have seen several instances where ulcer- 
ations have existed in the bladder, corresponding 
to that portion overlying the vesicles and the 
vesicles being markedly indurated, and where 
undoubtedly the bacteria gain, one might say, 
direct entrance into the bladder. It has been 
possible for me to demonstrate by expression of 
the vesicles or prostate that the bacteria gained 
entrance per urethram and thence into the blad- 
der. Naturally in many instances of chronic 
urethritis, as well as stricture of the anterior 
urethra, bacteriuria has been noted, but in most 
instances posterior adnexa troubles co-existed. 
Again, take the renal type in women, and I be- 
lieve it is fair to state that enteroptosis is more 
common than in the male—conditions are favor- 
able for statis and obstipation, and it is certain 
that these conditions permit of changes which 
will allow of passage of bacteria from the colon 
to the kidney lymphatics and thence be excreted 
through the kidneys. 

Furthermore, although infections in the pelvis 
in women are admittedly frequent, yet the lym- 
phatics are not as intimately connected with those 
cf the bladder as in the male genitalia—hence the 
less frequency of this bladder type of bacteriuria 
in the female. 

It is needless for me to repeat that in the treat- 
ment of bacteriuria the real cause must be 
treated whether it be by surgical or medical inter- 
ference. As I have pointed out many possibilities, 
although not trying to enumerate all the possi- 
bilities, I will assume that it is sufficient for me 
to make the statement that to undertake the treat- 
ment in any other way would be mere loss of time 
and not scientifically correct, 
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I must admit, however, that it has been my 
experience that whenever bacteriuria has made 
itself manifest that neither surgical nor medical 
treatment for any one or all of these conditions 
has cured or freed the patient of the bacteriuria. 
This is rather a startling statement, but I must 
confess it has been my observation in many in- 
stances. I need only state that local treatment 
of genital involvement, i. e., of the posterior 
urethral adnexa has never cleared up any case in 
my series, nor has operative interference on these 
organs or abdominal organs such as the appendix 
and gall bladder nor female organs, or the female 
pelvis ever cleared up a case of bacteriuria that 
has come under my care. I know that these siate- 
ments may not agree with the observation of 
cthers, but I wish to reiterate that in a period 
of over twenty years’ observation of cases belong- 
ing to those under consideration, I have never 
seen a single case which has been freed of the 
condition referred to as bacteriuria. 

For this reason where symptoms are present in 
cases of bacteriuria—although not necessarily due 
to the bacteria—but possibly to the underlying 
cause, it becomes necessary, and particularly 
where relief is frequently afforded, to treat the 


sufferers in a way which might be considered 
both as local and from a general standpoint. No 
matter whether the type is renal or bladder in 
character, it is advisable to institute treatment 
similar to the treatment in kidney infections, 
which naturally begins with attempts at prophyl- 


axis. I have already stated that any condition 
whatsoever which may be conductive of infection 
must be treated, whether or not it be surgical or 
medical treatment. 

Diet must be restricted and attention given to 
order bland diet—no alcohol, stimulants of any 
kind, no highly spiced foods and a limitation of 
nitrogenous foods. A liberal quantity of fluid 
but not pushed to extreme limits. 

Ordinary advice as to luke warm baths, regula- 
tion of functions, limitations to exercise and vio- 
lent work, prevention of unnecessary exposures 
to cold and dampness and suggestions as to vaca- 
tion, rest and general mode of living. 

Particularly where no surgical conditions of 
abdomen or pelvis are demonstrable, it is highly 
desirable to give strict attention to the antisepsis 
of the gastro-intestinal canal, vagina and bladder. 
There have been cases noted where strict anti- 
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sepsis of the bowel, by decreasing the bacterial 
supply, have lessened the bacteria in the urine. 

Whenever retention of urine in the bladder is 
present it is well that bladder lavage is given, 
even if the bacteruiria is renal in character. 
Vaginal douches whenever leucorrheal conditions 
are present certainly should be advised. 

Above all urinary antiseptics are chiefly relied 
upon in order to get the results. Hexamethyle- 
namin is unquestionably the most thoroughly 
tried and satisfactory agent of this kind, although 
there are many others. Its action depends on the 
liberation of formaldehyde in the urine. The 
more acid the urine the greater the content of the 
formaldehyde and for this reason acid phosphate 
of sodium in one gramme doses three times a day 
while in the intervals one-half gramme doses of 
hexamethylenamin be given. As a rule I gradu- 
ally, provided no untoward affects in the stomach 
or kidneys are noticed, increase to one gramme 
doses three times a day. In selected cases these 
quantities may even be increased, both of the acid 
phosphate of sodium and hexamethylenamin. 

In children particularly I have noted that good 
or better results have been obtained by first 
alkalinizing the urine for a week or ten days with 
acetate or citrate of sodium and usually one quar- 
ter of a gramme three to four times a day are 
given previous to the administration of the acid 
phosphate of sodium and hexamethylenamin. 

Medication frequently aggravates the local 
urinary symptoms and I have frequently seen 
where it is desirable not to give any urinary anti- 
septic at all, or only for short periods of time. 
Again, many instances where the same remedies 
can be given for long periods of time but oniy in 
moderate doses. It is not to be forgotten that 
hexamethylenamin frequently has effects possible 
due to the formaldehyde, which in themselves 
may be very undesirable. The formaldehyde or 
other products are particularly irritating to the 
kidneys and hemorrhages consequent to the irri- 
tation of the kidneys are not uncommon occur- 
rences. Vaccine in the pronounced infections of 
the kidney other than colon bacillus infection has 
as far as I know given rather unsatisfactory re- 
sults. As I have particular reference to bac- 
teriuria and where the type of bacteria most fre- 
quently found is the colon bacillus, and admitting 
that in many instances of colon bacillus bac- 
teriuria a colon bacillus infection pre-existed or 
occurred as a forerunner, and further admitting 
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that in the course of a bacteriuria there may be 
relapses of what can more definitely be called 
infection as both blood and pus occur in the urine 
at these times. I have come to the conclusion 
that vaccine treatment, accurately carried out, 
frequently gives equally as satisfactory results as 
in the colon bacillus infections of the kidneys. 
For this reason I have been in the habit of carry- 
ing out the treatment in every case where it is at 
all possible. If any improvement, whether loca) 
or general, I frequently repeat courses of vaccines 
after intervals of months. I cannot state that 
I have ever seen a case of bacteriuria clear up 
under this form of treatment. Nevertheless if 
scientifically carried out it cannot be of mischief. 
Its value in colon bacillus infection of the kidneys 
in my opinion is in many instances of unques- 
tioned value. 

The local treatment of the renal type of bac- 
teriuria which consists of a passage of ureter 
catheters and the lavage of the pelvis or instilla- 
tion of various forms of medication, is practically 
the only mode of treatment. Personally I am no 
adherent of lavage of the renal pelvis, whether it 
be with weak nitrate of silver solution or instilla- 
tions of two to five per cent. nitrate of silver 
solutions, nor of the use of any of the protein 
salts of silver such as are used and in such 
strength as are used in pyelography. Nor has in 
my hands aluminum acetate ever given any 
startling results. Where it is desirable to estab- 
lish the efficiency of the kidneys, I have always 
used phenophthalein in preference to all other 
dye tests, and where it is essentia: to establish 
definite information as regards the pelvis I have 
of late preferred thorium solution to any of the 
silver salts. 

Naturally in the course of diagnosis if dilated 
pelves are present but equally well in those cases 
of bacteruria where the pelves are normal in out- 
line, I am firmly convinced of the fact that to 
allow catheters to remain in situ as long as is 
bearable and often times ranging only from a 
few minutes from three to five days will give 
satisfactory results as I have repeatedly seen— 
relief of symptoms for varying periods of time. 
Furthermore, when repeated even more than two 
or three times, more or less comfort follows in 
each and every time in some cases. Whether it is 
simply the passage of the catheter in these cases 
where there is no apparent retention of urine in 
the pelves, or where there is no stricture or 
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anomaly present, it is scarcely possible to ascribe 
the beneficial results to drainage. In many in- 
stances I have introduced two catheters into a 
pelvis—in several instances where patients had 
had one kidney removed for one cause or another, 
I have done so, in one instance not less than ten 
times. During this period the general symptoms 
most pronounced and the urinary symptoms and 
findings particularly absent—except when acute 
attacks of pyuria would arise. In addition to 
these catheters I have rigged up a normal saline 
drop apparatus and allowed to flow for hours and 
days at a time. I cannot say that the good has 
been more than if the saline had not been used, 
but it has proven satisfactory in many instances. 
However, I must state that it is desirable to select 
cases where it can be carried out—naturally 
where there is no pain produced and the patient 
permits of it. It is not necessary to have two 
catheters in each ureter—one will do. 

In the bladder type which includes the adnexa 
of the male urethra—of bacteriuria, the local 
treatment simply consists of the ordinary adnexa 
treatment which is familiar to all, simply strip- 
ping of vesicles and prostate, passage of sounds, 
instillation of weak solutions of argyrol ; besides 
any further local treatment which is recognized 
for urethra and adnexa conditions. In some in- 
stances I have advised patients to irrigate their 
urethra and bladder with hot saline solution. 
This particularly in those cases where there is no 
pus present. 

CONCLUSIONS, 


That bacteriuria, that is the presence of bac- 
teria in the urine whether urine is cloudy or clear, 


‘is simply a manifestation of a disease which is 


in contact with the urinary organs. 

That probably always at the beginning and 
often times during the course, pus and even red 
blood corpuscles may be found in the urine. As 
far as I know, no satisfactory explanation has 
been given as to why the urine may be loaded 
with bacteria for months and years, practically 
free from all pus corpuscles. 

That during the course of a bacteriuria there 
may be both general as well as local symptoms of 
a pronounced type apparently due to changes in 
the urinary tract manifested by pus in the urine, 
yet with no pronounced signs or even in the ab- 
sence of signs from the focal cause. 

That in the symptomatology the severity of the 
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symptoms often times depends entirely on the 
character of the urine. I mean in the quiescent 
stages where there is no pus, but where the quan- 
titative amounts of bacteria are the cause of the 
various symptoms. Yet on the other hand some 
of the cases where the urine is perfectly clear to 
the naked eye, the symptomatology may be pro- 
nounced. 

That bacteriuria is a manifestation; if once 
manifest is practically constant—in other words, 
of long duration. 

That it has up to the present time not been 
proven to be the only existing cause of other con- 
ditions such as stone and neoplasm. However, I 
must admit that I have seen many instances 
where these conditions have co-existed. 

That in the treatment it is necessary to estab- 
lish the cause of the bacteriuria, whether the 
origin is due to a general infectious disease or 
focal condition. Furthermore, to establish 
whether the bacteria are renal or vesical in char- 
acter. 

That it is necessary not only to treat the cause 
but often times as well the places of collection of 
the urine and bacteria, as the pelves of the kid- 
neys and bladder. 

That it is my belief that an inveterate case of 
hacteriuria cannot be influenced to such an extent 
as to free the urine of bacteria. It must be 
admitted that cases have been reported as having 
been cleared up, but as far as my observation is 
concerned no inveterate case has been cleared up 
or even cleared up spontaneously. 





IMMEDIATE CLOSURE IN SELECTED 
CASES OF ACUTE MASTOIDITIS* 
J. SHELDON CLARK, M. D. 
FREEPORT, ILLINOIS 


For some years the question of securing an 
early healing in cases of acute mastoiditis has 


been to me an interesting problem. In dealing 
with infected wounds the general surgeon has 
come to the point where-he is very much inter- 
ested in lessening the duration of convalescence 
by secondary suture, or closure secured by means 
of (a) compressive dressings, (b) adhesive straps, 
(c) elastic lacing, or (d) sutures. The treat- 
ment as we have learned it from the Carrell- 
Dakin technique consists of four stages: viz., (1) 

*Read before the Section on Eye, Ear. Nose and Throat at 


the 69th Annual Meeting of the Illinois State Medical Society, 
May 21, 1919. 
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surgical treatment, (2) chemical sterilization, 
(3) bacterial control, (4) closure. 

I believe it is possible to carry out this work 
in a measure in dealing with our cases of mas- 
toiditis of the acute form. I have found it so at 
least in a recent case that came under by care. 
I believe it quite necessary to work out the baec- 
terial flora that is present and predominant in a 
given case and if it would seem that the infec- 
tion is of a mild type, then in such cases one 
might just as well close as I did in my case, 
and thereby lessen very materially the period in 
the hospital and the subsequent dressings and 
period of convalescence. I would therefore put 
more stress on the type of the infection, rather 
than the bacterial control as now used in which 
the number of bacteria per field is the index as 
to whether a given wound should be considered 
septic or sterile to a point where it is permissible 
to close. 

In performing the mastoid operation, in acute 
cases of mastoiditis, it has been my aim to break 
down all the pneumatic spaces to be found in the 
mastoid process, particular care being taken to 
know the condition of the large cells at the tip 
and those overlying the lateral sinus, together 
with a well made antrotomy of the mastoid an- 
trum. In this latter situation care being exer- 
cised not to enter so far as to disturb the relation 
of the ossicles in the middle ear cavity. 

A case in point is the following: Mr. H. R., aged 
45 years; machinist by occupation had been suffering 
the better part of a month with acute suppurative 
otitis media. There had been a spontaneous rupture 
of the membrana tympanum, but this afforded but 
temporary relief. When he came to me he was in 
great pain, had experienced several restless nights with 
much loss of sleep. He had but little rise in tem- 
perature with moderate increase of pulse rate. His 
color was ashy, he could not eat, was nauseated at 
times and his gait was very unstable. There was great 
tenderness_over the mastoid area, but particularly so, 
well back of the usual point of greatest tenderness in 
mastoid cases of the usual type. This tenderness, | 
found later, to be due to infection in a large cell 
placed well back and posterior to the region of the 
lateral sinus. There were no marked external signs 
of the condition within the mastoid bone. There was 
no redness nor was there any marked swelling and, 
a point in particular, there was no edema overlying 
the bone. The other symptoms, however, were typical 
of .an acute mastoiditis, with some swelling of the 
posterior-superior wall] of the external auditory canal. 

Upon removing the cortex, we found it very heavy, 
and the cells lying deeply in the mastoid bone. This 
in great part would seem to be the cause for the few 
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external objective signs with which we had to deal. 

Because of the extensive involvement of the bone 
it was necessary to make an unusually large cavity and 
the thought occurred to me that we might as well 
lower the facial ridge somewhat and treat the case 
as a radical operation in so far as the drainage was 
concerned. The ridge having been lowered to a degree 
sufficient to take care of the dependent portion of 
the wound, I then made flaps of the “T” variety, 
placed some xeroform wool drainage in the form of 
two wicks; one running up to the mastoid antrum 
and the other back down toward the tip. Michael clips 
were used to close the wound which was done com- 
pletely. A few strands of silk worm gut sutures were 
placed in the lower angle which were allowed to re- 
main 48 hours. In five days’ time the gauze xeroform 
wool was removed and new wool was re-inserted us- 
ing sufficient to lightly fill the cavity. 

Use was made of 50 per cent alcohol at every dress- 
ing and the external dressings were kept moist with 
the solution. As a result of this treatment, the patient 
left the hospital at the end of the sixth day and in 
two and one half weeks was back at his bench as a 
machinist, with hearing that before the operation was 
dulled to such a point that he could not hear the 
operation of the largest piece of machinery in his 
shop, now in almost perfect condition. 

A word regarding the xeroform wool dressing. 
I believe that this form of dressing is much 
preferable to the more common one that is used, 
and I refer to iodoform gauze or xeroform gauze. 
With the use of the gauze there is a tendency 
to pack the cavity in such a way as to get too 
much pressure and in this way interfere with 
drainage and perhaps cause inflammation in 
deeper structures. At least I have seen cases of 
beginning meningeal irritation do better after 
having a well packed dressing of iodoform gauze 
removed. This xeroform wool spoken of can be 
made with wool yarn and the strands reach 
straight through like the wires of a cable, thus 
aiding in the capillarity. 

It might be mentioned that the opening made 
in the posterior wall of the canal did not close, 
nor was it permitted to close until the antrum and 
mastoid cavity were considered sterile. This as 
I said before had taken place by the end of sec- 
ond week. 

The result I obtained in this case was so signal 
and so much more desirable than the former 
methods I had pursued that I therefore bring 
it to your attention. I would not make use of 
it in the very fulminant cases but in those with 
a low type of bacteria present I surely believe 
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nomic point of view is well worth adoption, sav- 
ing as it does the period of convalescence. 


DISCUSSION 


Dr. Cuartes H. Lone (Chicago): Mr. Chairman, 
this method has been referred to by Dr. Clark as the 
Heath method. About eleven years ago, Mr. Heath 
was doing this operation and I happened to be in 
London and had a good opportunity of seeing him do 
one of his operations. Mr. Heath applied his opera- 
tion to both the chronic mastoiditis and the acute. It 
was generally condemned in London by otologists, 
and it was said that it was not successful; in the 
acute cases it was a success, but as Dr. Beck has 
stated, why should you endeavor to drain over the 
posterior wall of the meatus when you have a great 
deal better and more dependent drainage back of the 
ear? I have done a few of, these cases. In one case, 
especially, there was a perforation from the antrum 
into the external or posterior wall. In that case the 
wall was lowered and it was drained through that per- 
foration, and while it did not heal immediately, it 
healed in a very short time. 

Dr. CLrarK (Closing discusison): I would not use 
this complete closure in fulminant cases, but I believe 
if I had another such case to deal with and I recog- 
nized it in the same way that I did this one and had as 
large a wound as in this case and wanted to get cos- 
metic results, I would act just as I did in this instance. 

I have had some of the worst kind of infections of 
wounds. Just lately, in the last two weeks, I did a 
radical mastoiditis in the case of a boy with chronic 
suppurative otitis of twenty years’ standing. That 
wound became infected, and there was a process of 
pus that led down the neck and I had a most dreadful 
time. That was in a case of chronic mastoiditis: with 
a radical operation. I can only report my results on 
this one case. I know that first the idea was brought 
out by Mr. Heath, of London. I never tried it; I 
never had the nerve to try it, but I got such signal re- 
sults in this case that I wished to report you my ex- 
perience. You can scarcely tell there is a line where 
that incision was made. He had an absolutely acute 
mastoid case. He was pleased beyond measure, and 
if I had another case of the same variety, I surely 
would use the method. It is a great time saver for 
the patient. 





BUSINESS EVOLUTION AND THE 
FUTURE OF PRIVATE MEDICAL 
PRACTICE* 

W. E. Farrrrexp, M. D., C. M., F. A. C.S8. 
Fairfield-Bartran Clinic, 

GREEN BAY, WISCONSIN 

Recent years have been pregnant with great 
changes in the attitude of men toward each other. 
The “Brotherhood of Man,” which was formerly 
a pulpit phrase, has become a practical entity to 
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such an extent at least, that it has resulted in 
laws establishing this relationship between the 
employer and the employe. 

Industrial institutions which formerly paid no 
practical attention to the housing conditions of 
their help, who were interested only in an ab- 
stract manner in those who became disabled, 
whose sole concern when an employe became 
maimed was to establish a lack of responsibility 
upon their own part, these institutions find them- 
selves bound by law to care for the injured, and 
to pay a certain amount of the wage earner’s 
former income to his dependents during his 
period of disability. Nor is this all. Many cor- 
porations and individuals, anticipating further 
legal burdens and individual demands, are acting 
ahead of their advent, and are providing nurses 
and medical attendants, not only for those im- 
mediately employed, but also for their depend- 
ants. 

To this plan, the shortage of labor has materi- 
ally contributed, for employers in their efforts to 
retain a working force have vied with each other 
in their policy of bestowing benefits upon em- 
ployes and their families. 

The enactment of minimum wage laws; fac- 
tory inspection for the safeguarding of the em- 
ployes from accidental injury; hygienic enact- 
ments, etc., all have tended to the centralization 
of authority in laboring bodies, and to collective 
bargaining—not only as to wage, but also as to 
accompanying conditions and surroundings, and 
tending to the development of an individual in- 
dependance not present before the enactment of 
these laws. 

Advertisements appear daily in the papers set- 
ting forth the advantages enjoyed by the em- 
ployes of the advertiser, and it will be noted that 
the largest and most successful business insti- 
tutions are the ones making the most publicity as 
to their quasi-philanthropy. 

If these tendencies were confined to our own 
country, they might be either ignored or given 
but passing notice, but if we look about us, we 
find that other countries have outstripped us in 
the adoption of a so-called progressive or anti- 
bourbon policy. The growth of the idea that the 
State should assume the care of the injured has 
developed into a proposition fér State care for all 
ills, and the climax is reached in England where 
it is proposed that everyone be given free medical 
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and surgical care, which will also include free 
hospital and nursing attendance. 

During the brief period used in the preparation 
of this paper, the writer has found it impossible 
to keep track of the various radical measures 
proposed by legislators and others, all with a 
direct bearing upon the questions under consid- 
eration, and tending toward the establishment 
of State Medicine. 

Without entering into a discussion of the eco- 
nomic value of this step, without considering its 
desirability from a political viewpoint, we may 
well inquire what will be its effect upon the 
medical profession at large, and the individual 
practitioner more particularly? And if it is con- 
cluded, that it will be destructive or even in- 
jurious, what course will be pursued to the end 
that the danger, if it exists, may be minimized? 
The writer contends that State Medicine will re- 
sult in harm, not only to the individual practi- 
tioner, but that the public will suffer most se- 
verely by reason of the political character of the 
service and the lack of incentive for individual 
effort. He realizes that many members of the 
profession will disagree with this assertion, point- 
ing to the fact that great advancements have been 
made at group centers, but it will still be main- 
tained that these advancements originated by a 
group of men, working ostensibly for an institu- 
tion, but really for personal ends, is a very differ- 
ent thing from the efforts of an aggregation of 
politico-medical men working for a salary, the 
size of which will necessarily depend upon the in- 
fluence that can be brought to bear upon the legis- 
lator. A concrete example is that of our State 
institutions of learning, where salaries do not 
attract men of brains and erudition, except at a 
personal sacrifice, which should not be demanded 
by a great and self-respecting commonwealth. I 
may cite the fact that in some great eastern 
universities, many instructors receive from $500 
to $1,000 per year. 

In conversation with well established medical 
men, I have often heard the remark, “Well, it 
will not affect me. I am established and reason- 
ably sure of the future.” This insular complac- 
ency merits condemnation. There is no argu- 
ment that will influence such an individual. He 
is interested, not in the future of the profession, 
but only in his own career. He is more or less 
famous, and no arrangement which a government 
can make will deprive him of a remunerative 
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clientele. Unfortunately, the famous and obscure 
must alike die, and it may be safely contended 
that fame will be very elusive when she must be 
courted in a noxious political atmosphere. 

The yearly crop of graduates will drop into 
subordinate salaried positions, because it will 
offer the only course when the public is pro- 
vided with free treatment, and only the excep- 
tional individual will insist upon the exercise of 
his own right of selection. There will be a 
gradual disappearance of famous medical men, 
and they will be replaced by the type we find 
in our other politically managed public institu- 
tions. 

Before inquiring into the question of cure 
for an established evil, it is timely to investigate 
the forces which seem to be pressing us into a 
position so undesirable. 

Few men question the desirability of free bio- 
logic and chemical laboratories managed by the 
State and accessible to the most remote and 
isolated country practitioner. Few will deny 
that the feebleminded and the insane, the de- 
generate and the criminal should receive State 
attention. Few will question the wisdom of isola- 
tion of contagious cases at State expense, but a 
practically unanimous agreement along these 
lines has led to the establishment of the free 
dispensary with free medicines furnished by the 
State, and free attendance furnished by some 
struggling practitioner. 

The salacious sex question has been publicly 
discussed ad nauseam and now we are to have free 
clinics for the treatment of venereal troubles. 
Lodges and societies are banding together bodies 
of men, who collectively bargain for the services 
of medicel men, and a State legislator counts the 
day lost when he has failed to introduce a bill 
that will give to ten voters for nothing—some- 
thing that one voter will have to pay for. 

We recognize the fact that the doctors of this 
country owe a debt to the State and to society. 
We are rightfully asked to do a certain amount 
of charitable work, and it is my experience that 
this work is undertaken cheerfully and that it 
is well done. © 

In public health matters and in community 
welfare work, the physician naturally leads, and 
the public may count upon his help with con- 
filence. Where gratuitous service shall end is a 
matter that should receive careful consideration. 

Collective bargaining for the services of physi- 
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cians, whether by clubs, lodges, insurance com- 
panies, or great industrial concerns has a ten- 
dency to lower the standard of service. One 
may point to individual examples of high etn- 
ciency, but the isolated instances do not disprove 
the main contention. A certain position pays a 
certain salary, and the maximum is fixed and 
final. The high minded medical employe, cring- 
ing at first under the familiar and unappreciative 
attitude of his patients, soon becomes calloused. 
He learns to bear the indifference of his clientele 
and finally answers cheerfully and promptly to 
the appellation of “Doc.” 

The club or lodge becoming dissatisfied with 
the services of its paid hireling, or even the in- 
dividual who has a real or fancied grievance can 
and will make life a burden, and the doctor, once 
he has become a paid employe, loses confidence 
in himself to the extent that he will endure the 
ills that are, rather than flee to those he knows 
not of. It is a fact that a man who works for a 
salary rarely leaves it to engage in private prac- 
tice. He seems to lose his aggressiveness and 
initiative and to gradually slide into the groove 
of the machine of which he becomes a part, pro- 
testing it is true, but mildly and more mildly 
until it becomes advisable to replace him in the 
interest of the machine itself. Then he will be 
fortunate if he draws a small pension to keep life 
and body together until the end of the weary 
journey. 

I draw an absurdly dreary picture you say. If 
that is your opinion, yon are entitled to it, but 
I will have you recall a few events of recent 
occurrence. Who would have thought, five years 
ago, of government regulations, such as now exist. 
Who foresaw the movement to allow labor to have 
representation on the boards of great and small 
industries. Who foreshadowed the passage ot a 
law forcing industries, not only:to care for the 
injured when the injury is due to the employer’s 
neglect, but also to care for him and even pay his 
wages when the injury is the result of wilful dis- 
obeyance of orders. If legislators can pass such 
measures, why not a Universal Utopian medical 
bill, and I ask you to remember that to the mind 
of the average legislator $1,800 a year is a 
princely income. 

HOW CAN WE MEET THIS TENvrnCY 

First—Theoretically we could refuse to 
serve, but we won’t, and that is the argument 
against such a course. A few can and will refuse, 
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the balance will be forced to fall into line. 
Industrial insurance companies have no trouble 
te secure inspections at 25 cents each. Lodges 
have visits made for one dollar, and their 
voluminous reports are made out gratis, so why 
argue the point? 

Second—We can organize. To my mind, or- 
ganization for business is the solution of the 
problem. Lack of organization for business has 
kept medical men apart since the time of 
Aesculapius. The barbers who have always been 
inclined to the curative art, practice in groups, 
but we doctors only occasionally get together, and 
then we are under the influence of a centrifugal 
force which tends to separate us, namely, lack 
of business capacity and a business system. 

There is no such thing as one form of business 
axiom for commercial concerns, and another for 
the medical profession. Inseparably connected 
with the pursuit of professional success. be its 
practice ever so ideal, is the sordid and discon- 
certing fact that the foundation of the whole 
structure must be a solid and virile financial 
system. 

Profit must not be the sole, and possibly not 
even the primary object of such an organization, 
but money is an absolute necessity, and it must 
be earned in sufficient amount to relieve the minds 
of those who labor, from the financial cares and 
worries that so often impede mental progress. 

A man practicing medicine alone may start 
with practically no equipment and little capital, 
and if he is an exceptional man, he will attain 
eminence and honor, but how much more success 
could come to him were he associated from the 
first with a group of men, all of good ability and 
all working for the success of all. Some may 
object that it is impossible to start group work, 
because of the attitude of a part of the local 
profession and their refusal to enter into sucn 
an arrangement. My answer is that when two 
men have agreed to work together, a nucleus has 
already been established. Potentially, a group 
system has been organized and its growth and 
development will only be limited and defined 
by the character, energy and ability of its con- 
stituent units. 

This organization can carry on its work in a 
business like manner. It can afford an efficient 
clerical force, and nof only the financial side of 
the business will successfully be met, but his- 
tories, case records and other data will be at hand, 
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with the result that the greatest benefit will 
accrue to the patient himself. One could not ad- 
vocate any step which resulted in less efficient 
service, but one must advocate that which one 
knows will bring greater benefits and more com- 
prehensive and efficient results. 

We all acknowledge that we cannot become 
proficient in all medical branches, and then the 
majority proceed to practice all branches. We 
continue to look at the tongue, ask a question or 
two, write a prescription and collect a fee under 
false pretences. No real examination, no record, 
no exercise of brain, no results. 

If we want an appreciative public we must 
mend our ways. We must bury present day ad- 
vantages over our fellow practitioners, and in a 
spirit of cooperative good fellowship, form associ- 
ations, which shall be enduring. The prime 
essential is a firm and fair business foundation, a 
system of accounting that leaves no doubt in any 
one’s mind at the end of each month or year, 
as to the earning capacity of the humblest mem- 
ber of the group. And when this man earns a 
dollar, he should receive the whole of it and not 
an infinitesimal fraction. 

Scientific endeavor, painstaking labor, assidu- 
ous industry, conscientious application, and good 
management will produce results in any organiza- 
tion, but cohesion and satisfaction can only be 
maintained when and where organization and 
operation are conducted in a spirit of complete 
fairness. 

Individual groups, wherein the great bulk of 
the receipts go to a certain few will face a serious 
problem when the profiting individuals must be 
replaced by men who presumably will have a 
less numerous following. In other words, a 
group of men organizing for the practice of med- 
icine will succeed not only in proportion to its 
scientific merit, but also in direct ratio to the 
fairness of its members toward each other, and 
the zeal with which each member encourages and 
assists the other members in their individual 
work, 

A group so organized will be a power in the 
community. It can and will practice medicine 
in a way to command respect. Legislation that 
would seriously affect the isolated individual will 
not be feared. The dread of adverse legislation 
disappears in proportion to the success attained 
by a practicing group. A policy of practice, if 
you will excuse the phrase, is quickly acquired 
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by an association of men, and this policy, because 
of an interchange of ideas, is apt to be much more 
sound and workable than the governing forces 
developed and adopted by the individual practi- 
tioner. A solid front is presented against de- 
structive practices and influences. Just as the 
well conducted banking house is a greater com- 
munity power than is the individual money 
lender, so-stands the group above the individual. 
New members are added under the protection of 
the parent organization, and the young man or 
woman while waiting for the development of an 
individual practice is assured of a comfortable 
living unclouded by the specter of want. He will 
devote himself to study and improvement and 
his fresh enthusiasm will supply a much needed 
leaven to the spirit of the place. 

Some will say that the majority of individuals 
cannot unite to form groups. Their geographical 
isolation in itself will prevent. I have a vision 
of the time when even these will come into such 
organizations. There is nothing to prevent. A 
keen diagnostician at the cross roads, though 
he may neither operate nor attempt to master the 
technique of the determination of kidney lesions, 


may nevertheless be a very valuable member of a 
group prepared to carry out the program he 


may advise. He will not be a salaried or com- 
missioned agent, but a bona fide member of the 
firm and he will have a voice in the conduct of 
its business affairs, and a substantial interest 
in its financial returns. 


Our colleges have been sadly remiss in many 
things, but in none so much as in their failure 
to provide a modicum of business training for 
the medical student. Some agitation along this 
line has been started, and some of the colleges 
have really inaugurated such a course, but the 
effort has been fragmentary and unsatisfactory, 
and the young graduate still continues to base 
his investments upon financial statements, 
wherein the principal asset is “good. will and 
patents.” 


The average physician’s books of accounts do 
not belong in a business house. They should be 
in a museum. His business is operated without 
even a yearly trial balance, and because his gross 
is assumed to be everything between six and 
thirty thousand, he rests content, feeling that he 
is more or less rapidly accumulating a com- 
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petency. Like the old fashioned slot machine, 
he does make some accumulations, and as with 
the slot machine periodically someone with a 
scheme drops a nickel and the accumulations are 
disgorged. Dr. Delafield once said that in a 
financial way “doctors cut up small.” Some of 
them cup up small in other ways as well. © 

Get rich quick schemers usually select doctors 
as their special prey. One of them once told me 
that “the American Medical. Directory was his 
best asset.” Is it not time to bring to the doc- 
tor a knowledge of present day business evolu- 
tion? When other businesses are becoming 
highly organized, must the profession stand still ? 
Men of the legal profession will tell you that those 
who have not kept pace with the legislative 
changes of recent years, those who have not for- 
seen its effects and consequently have been blind 
to its results, are being hopelessly left behind in 
the race. The man, for example, who specialized 
in personal injury suits finds that the compensa- 
tion laws have completely destroyed his business. 
So I believe it will be with the man who in our 
own profession neglects the business side of the 
problem which confronts him. 

The cry of “mercenary medicine” has been the 
shiboleth of the reactionary, and when the ques- 
tion of the business phase of practice is brought 
up in a medical meeting, some good old soul, 
whom we all love and respect, rises and says: “I 
have never sent a man a bill, and I have not 
suffered.” I heard one such make this statement 
years ago. He is still living, a splendid type of 
the old school doctor and he would be in abject 
want were it not for the bounty of a man who, 
thank God, recognized the doctor’s worth and 
an obligation that could not be requited by the 
payment he had made at the time. 

The old time conditions have been altered. A 
true evolution is going on as surely in the med- 
ical profession as in other walks of life, and 
the evolution tends to better days if we recognize 
it and act. We must act on the indisputable as- 
sumption that a dual obligation is present, the 
one to maintain the highest standard of pro- 
fessional attainment, and the other to make our 
work profitable, enduring and pleasant by the 
adoption of business rules and standards. Even 
the man who works by himself alone will find 
great satisfaction in the working of a system 
which brings order out of chaos. 
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PENETRATING INJURIES OF THE 
KNEE JOINT* 
H. C. Mrrcwett, M. D. 
CARBONDALE, ILL. 

Surgery of the knee joint has probably made 
greater advance in the past few years than sur- 
gery of any other part of the human anatomy. 

During the war of the Rebellion, a gun-shot 
wound of the knee joint was practically sufficient 
provocation for amputation of the limb—the 
mortality rate for such wounds being 60.6 per 
cent. Since the advent of the germ theory, and 
our knowledge of aseptic surgery has been de- 
veloped to such a high degree, the mortality rate 
has been greatly lowered. During the Spanish- 
American war the mortality rate for injuries of 
the knee joint was 6.5 per cent, and 4.2 per cent 
during the Boer war. Until the past five years, 
a traumatism of the knee joint with severe infec- 
tion meant, in the majority of instances, either 
limitation of motion, a stiff joint, or amputation. 
I can recall but four cases that I have treated, 
with infection, where I inserted drainage through 
the synovial sac that subsequently had unim- 
paired motion. 

Our opportunities for treating injuries of the 
knee joint are not so frequent in civil as in mili- 
tary practice. And yet, the surgeon who is located 
in a large railroad center, surrounded by scores 
of mines is called upon to treat many cases of 
injury to the knee joint. 


Soon after the beginning of the world war, jt 
was realized that all methods of treatment of a 
well-established, purulent arthritis were wholly 


inefficient. When man power was so badly 
needed, it was not enough merely to save a limb 
with a stiff joint; hence every effort was put 
forth to discover some form of treatment that 
would prevent infection, save the limb, and pre- 
serve the function of the damaged articulation. 
To accomplish successfully that end, it was found 
there were several definite principles that must be 
carried out in the different forms of penetrating 
injury of the knee joint. Prompt treatment of 
these cases is one of the cardinal principles, as 
long delay means infectiqn. If a patient has to be 
transported—and he nearly always does—the 
first thing the surgeon should do is to immobilize 
the limb, as great damage is often done by fre- 


*Read by title at the 69th Annual Meeting of the Illinois 
State Medical Society, May 22, 1919, 
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quent movement of the limb, and the future - 
utility of the joint jeopardized. 

I remember being called in consultation to see 
a young lady, who while running across a college 
campus, tripped and fell on a horse-shoe nail. 
The nail, all but the head, was driven into the 
knee joint. The physician who was first called 
attempted to pull it out while she was still on 
the play-ground, but not having the proper in- 
struments failed to do so. Without immobilizing 
the limb he took her to her home, and on arrival 
there, found that the nail had disappeared, and 
the wound was practically closed. The doctor 
was of the opinion that the nail was lost out in 
transit, and dressed the wound. The pain, how- 
ever, continued so severe that I was called to see 
the patient with him, and on x-ray examination 
we found the nail entirely embedded in the 
synovial sac. The flexion and extension of the 
knee had caught the nail between the strong 
hinge-like joint of the tibia and femur and 
pulled it in. I made a semi-lunar incision divid- 
ing the ligamentum patellae, laying open the 
joint, removed the nail, thoroughly excised the 
track of the wound, stitched the synovial sac 
to the skin, and closed the wound. The patient 
made an uneventful recovery with perfect func- 
tion of the joint. 

In all penetrating injuries of the knee joint, 
nothing should be taken for granted. In every 
case the wound should be subjected to a most 
thorough and searching examination, both as to 
the track of the injury, extent of the injury, and 
location of the foreign body. This can be fairly 
well done by the pain elicited on pressure over 
the track of the wound, by inspection, and by the 
x-ray. If synovial fluid is discharging from the 
wound it should be examined at once for micro- 
organisms 

For purposes of accurate description and treat- 
ment, I have divided these injuries into three 
classes : 

1. Cases of clean, perforating wounds of the 
knee joint with fragments of railroad torpedoes, 
pieces of steel, pistol and rifle bullets passing 
through the joint from side to side, or passing 
through the joint and finding lodgment in the 
lower end of the femur or upper end of the tibia, 
inflicting but trivial damage to the bone or joint 
surfaces, leaving a small, clean wound that rapidly 
closes, and leaving no evidence of inflammatory 
reaction. 
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In these cases the limb should be completely 
immobilized. Sometimes fluid forms in the joint 
in these cases. If it does it should be removed 
by aspiration, and examined for micro-organisms. 
And yet, if there should be approaching infection, 
its advent will be heralded by rise in temperature, 
swelling, redness and pain. If no micro-organ- 
isms of a virulent character are found, the case 
will probably go on to resolution, with good 
function of the joint. The foreign bodies in the 
ends of the bones soon become encysted and do 
no particular harm. The limb should be kept 
immobilized for a week or ten days. 


2. Cases of penetrating or perforating wounds 
of the joint, with large apertures of entrance 
and exit, and in which the foreign body is re- 
tained in the joint. 

In these cases also, the limb should be kept 
completely immobilized until an x-ray is made, 
as the surgeon should never grope blindly for a 
foreign body in the knee joint. It should be 
accurately located. Before any surgery is at- 
tempted, however, the limb should be carefully 
prepared. Both the wound of entrance and exit 
should be carefully and thoroughly excised, and 
if there is any doubt of the thoroughness of the 
job, the cautery should be used in addition, all 
foreign bodies removed, such as dirt, shreds of 
clothing, loose spiculas of bone, cartilage, dead 
tissue and projectiles. My theory is, that the 
surgeon should see well what he does and do well 
what he sees. Remove all dead tissue, inspect all 
important blood vessels, and secure all bleeding 
points. Always look carefully for beginning gas 
gangrene. No foreign body should ever be left 
in the joint, for it will in a very short time invite 
infection and suppuration. If a foreign body is 
overlooked in the joint, and it does not produce 
infection, it will produce great pain and discom- 
fort and prevent the patient from walking nor- 
mally on his limb, and will necessitate removal 
in the future. If the synovial membrane is not 
too badly mutilated and it is thought best to 
insert drainage, it should be done by stitching the 
synovial sac to the skin, or by inserting a drain- 
age tube into the wound, but never into the syno- 
vial sac. It is my opinion, that the greatest ad- 
vance in knee joint surgery is largely due to the 
excision of the track of the wound, and to the 
fact that drainage is no longer put into that 
cavity. Practically all surgeons now agree that 
it can only be productive of evil and that either 
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limited motion or a stiff joint will invariably fol- 
low as a result of such practice. 

After the track of the wound made by a missile 
or foreign body has been thoroughly excised, all 
foreign bodies such as bullets, shrapnel, mud, 
shreds of clothing and spiculae of bone are re- 
moved, and the cartilaginous surfaces carefully 
wiped with some antiseptic solution such as ether 
or alcohol, and drainage tubes sutured into the 
wound but not into the synovial sac; the wound 
may then be closed and dressed. 

The synovial fluid that discharges should be 
examined often, and if streptococcus or staphy- 
lococeus is absent the wound will probably heal 
with good function of the joint. But if on exam- 
ination streptococcus or staphylococcus is found, 
the wound should be watched from hour to hour 
and free drainage instituted, and if necessary the 
Carrel-Dakin method of irrigation instituted. 

%. Cases of perforating or penetrating wound 
of the joint with extensive intro-articular frac- 
ture, or destruction of one or more of the con- 
dyles. 

Where there is a penetrating wound of the 
joint with intra-articular fracture, the wound is 
more serious and should be treated as previonsly 
described, great care being taken not to sacrifice 
or damage the articular cartilages. If either of 
the condyles has been torn away, and there is ex- 
tensive fracture of the joint surfaces, it will be 
better to excise the joint. If there be severe in- 
fection, it is good practice to place the limb om 


- an open splint, applying extension so as to sep- 


arate the ends of the bones; fill the space between 
with sterile gauze, preferably with iodoform 
gauze, and institute drainage after the Carrel- 
Dakin method, until the stage of clinical steriliza- 
tion, when the bones may be fitted together, a 
splint applied and the wound allowed to heal. 

In the cases where there is extensive laceration 
of the soft parts and injury of the large vessels, 
or beginning gas gangrene with extensive fracture 
accompanied with severe infection, amputation 
should be resorted to at once. 





SURGICAL TREATMENT OF GASTRIC 
ULCER, WITH REPORT OF CASES* 
W. J. Carrer, M. D. 
MATTOON, ILL. 
In studying the subject of gastric ulcer all 
must be impressed by the difference of opinion 


*Read at the 69th Annual M of the Illinois State Medi- 
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of the various authorities on this disease as to 
etiology, complications, and treatment. 

In practice we are surprised by the frequency 
with which the symptoms of gastric ulcer are 
treated as symptoms; not only with no effort to 
make diagnosis, but even with every appearance 
of perfect satisfaction to call it by such vague and 
indefinite names as acid indigestion, dyspepsia, 
etc., while others a little more progressive but 
still lacking insight have made diagnosis of sur- 
gical conditions such as colocystitis, gallstones 
or appendicitis, and advised surgery for some one 
or more of these conditions, only to be disap- 
pointed in results. 

It remains for the general practitioner to fa- 
miliarize himself with the symptoms of gastric 
ulcer and the points of differential diagnosis 
which mark off the above named conditions from 
gastric ulcer. Since the confusion of these con- 
ditions is common, and the consequences to the 
patient are important, practitioners must learn. 
In some cases a carefully taken history is suffi- 
cient to make the diagnosis, while others make 1 
necessary to draw upon all the means we have 
for differentiation. The x-ray is probably the 
greatest single aid we have in differential diag- 
nosis. 

Etiology: The first problem for the profession 
is to fix the etiology of this condition, that is 
found in from 3 to 5 per cent of all autopsies. 
This, however, is not so easy as it might seem, 
when we have such authorities as John B. Deaver 
placing infection first as a causative factor, while 
Sippy states, that “the role played by micro- 
organisms is probably very slight,” and places 
the causes as follows: First: Malnutrition of a 
circumscribed area of gastric wall exposed to 
the action of the gastric juice; second, the di- 
gestive action of the gastric juice, etc.; while all 
are agreed that an acid medium is the one es- 
sential for gastric ulcer. 

Complications: Of the complications the one 
on which all seem to be agreed, the most serious, 
is carcinoma, and here we have a very wide differ- 
ence of opinion. The Mayo Clinic in 1917 
reports 71 per cent of their gastric cancers as 
associated with ulcer, and 68 per cent of ulcers 
were complicated with carcinoma. On the other 
hand, more recently, Kuttner expresses himself 
by saying that “transformation of ulcer into 
cancer we have not observed.” 

In clinical reports compiled by James Ewing 


W. J. CARTER 257 


of New York we find the following statement: 
“Among acceptable authorities it is possible to 
choose between 2 and 68 per cent of ulcer be- 
coming cancerous and between none and 71 per 
cent as representing the proportion of gastric 
cancers that arise from ulcers.” 

Treatment: In the first place one of the 
things that cause most of the contention between 
internist and surgeon is the difference in their 
conception of ulcer. The internist recognizes 
atrophic areas in the mucosa as ulcers, while the 
surgeon’s idea of ulcer is an indurated area in 
the stomach wall denuded of mucosa and readily 
palpable on the stomach surface. 

If my conclusions are correct then, it can 
readily be seen that to compare the end results 
of the surgeon and the internist is to give the 
internist a decided advantage. The surgical 
mortality will continue to be relatively high so 
long as there is no distinction made between the 
two conditions; because the surgeon is called 
upon to relieve the case after some one of the 
complications have arisen that make any op- 
erative procedure hazardous. 

We find in Dr. Lippman’s analysis of 100 
gastroenterostomies the following: “Three re- 
current ulcers operated on for adhesions, one 
case of undigested food in stool; twelve cases 
were not completely relieved of their symptoms, 
being unable to take full diet without hyper- 
acidity.” This makes twenty-nine cases with poor 
results, eight fatal cases, one of hemorrhage, two 
post-operative shock, one of peritonitis, and four 
of pneumonia. He admits four of the bad re- 
sults were on cases in which the ulcer could not 
be demonstrated. 

In the same article he makes the startling 
statement that, “Where the surgeon puts an 
opening in the stomach is not where it stays, and 
cites two cases, one two and the other four years 
old, which had migrated to the right where it 
emptied by spurts with each contraction of the 
stomach, the other drawn to the vertical part of 
the greater curvature with food wandering 
through both the stoma and the pylorus im- 
partially.” 

Finny reports an immediate mortality of 5 per 
cent with 94 per cent cures from his pyloro- 
plasty. 

In Smithies’ study of 571 cases of gastric ulcer 
operated on we find some very interesting 
figures. Of this number 226 were treated by 





258 


posterior gastroenterostomy with or without 
pyloric closure or local gastric resections com- 
bined with removal of appendix or drainage of 
gall bladder was the operation of choice in 95.4 
per cent of cases. 

In 4.24 per cent, anterior gastroenterostomy 
was similarly employed with the following re- 
sults : 

Per Cent 

ee Pre 61.5 
Anorexia 
Vomiting 
Gas, bloat, ete 
Constipation 
Nausea, constant or irregular... 18.9 
Weakness 


Gross hemorrhage 
Water brash 
Eructations 
Diarrhea 

Weight loss 

The internists frequently make the statement 
that the surgeon simply drains the stomach, and 
when asked why it is done we fall back on the 
statement that it works, but we can’t offer any 
explanation of it. To this statement I will add 
that when the acid bolus of food passes the pylorus 
it stays within the first two and one-half inches 
of the duodenum until it becomes neutralized by 
the duodenal secretions regardless of the contrac- 
tions of the pyloric end of the stomach. This 
done, another acid bolus of food is delivered 
through the ring which explains why 80 per cent 
of ulcers are found in the first two and one-half 
inches of the duodenum. 

Sippy has shown that pepsin must have free 
acid above five points before it acts, and the 
higher the free acid the more active the pepsin, 
while combined acids cause the pepsin to act 
slowly. 

The duodenal secretion is stimulated more by 
food than gastric juice; thus in taking food the 
pyloric ring is stimulated by the alkali and food 
begins to pass into the duodenum. 

This explains the case in which the individual 
with hyper-chlorhydria has continuous trouble 
because of the large amount of acid gastric juice 


held in the stomach by spasms of the pyloric 


sphincter in the food-free stomach. This indi- 
vidual will get some temporary relief by taking 
food which stimulates alkaline secretions which 
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in turn relaxes the sphincter. In short, the lack 
of balance between the free hydrochloric acid and 
duodenal alkalies are responsible for the develop- 
ing and maintaining of peptic ulcers. 


It has been shown by various observers that 
there is a decrease of from 20 to 30 per cent in 
free hydrochloric acid following gastroenter- 
ostomy. This is due to the mixing of the local 
alkaline secretions of liver and pancreas with 
the stomach secretions by regurgitation through 
the stoma not controlled by sphincter, as in the 
case of pylorus during the Gontractions of this 
portion of the stomach. 

Report of cases: 


H. M.—Male, aged 63 years, retired farmer, normal 
weight 135. Stomach trouble for 18 years; at times he 
would be comparatively well for two or three months, 
only to have pains and vomiting attacks more or less 
severe for a time until about a year ago, then seemed 
to vomit almost everything he ate. Weight at present 
90 Ibs. 

I saw him first Feb. 25, 1912; advised operation 
which was done Feb. 28, 1912. Found large indurated 
prepyloric ulcer; did posterior gastrojejunostomy; did 
nothing with ulcer; recovery uneventful, began taking 
solid food in one week with no pain or vomiting. Has 
not had any digestive disturbances since the operation. 
Present weight 135. Fluoroscoped and plate made 
May 2, 1919. The barium meal is seen passing freely 
through the stoma; none of the meal passes through 
the pylorus. There is no cap shown on any of the 
plates. 

F. W.—Male, aged 56 years, machinist. Saw him 
first March 11, 1919. Abdominal pains at times for 
7 years, acid stomach, food relief. Recently very ten- 
der in upper abdomen most of time, vomited but no 
occult blood. Referred to x-ray March 12; most of 
test meal retained after seven hours. Large hypotonic 
steerhorn stomach, normal contour. Hyperperistalsis 
3. Bulb not visualized. Deformity of bulb on all 
plates. Diagnosis: Duodenal ulcer. March 15th op- 
erated. Right rectus incision; indurated ulcer on first 
part of duodenum the size of a quarter with omentum 
adherent to ulcer. Posterior gastrojejunostomy with 
removal of appendix clubbed at end. Fifth day vom- 
ited gastric contents with some bile, no other symp- 
toms. Has had no further vomiting or pain, gaining 
weight and back at work in six weeks., 

Fluoroscoped six weeks after operation. First por- 
tion of barbium meal passes through new opening 
rapidly, latter portion accumulates in the stomach and 
a small portion may be seen passing through the 
pylorus while the greater portion passes through the 
stoma. Plates show food is passing both ways. 

L. G.—Male, aged 36 years, farmer. Called to his 
home Nov. 23, 1917, found him in severe pain in upper 
abdomen. Muscles rigid, etc.; three days ago vomited 
a brownish fluid with some particles of food; very 
tender over upper abdomen on palpation. History of 
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having had a great deal of periodic stomach trouble 
for 10 years. I referred him for fluoroscopic examina- 
tion. Report: Filling defect on lesser curvature, in- 
cisura opposite, about mid-portion of the stomach. 
Diagnosis: Perforating ulcer on lesser curvature. 
Plates show perforating ulcer with accessary cavity. 
At this time I advised surgery explaining the dangers 
of perforation but he refused. 

July 6, 1918, at 6 A. M., I was called to see him, 
suffering very intensely with pains in abdomen. Be- 
gan suddenly about 6 P. M. the evening before when 
he developed a sudden severe pain in abdomen which 
continued so severe that he was unable to change his 
position and sat up in a chair all night unable to lay 
down. Examination showed pulse 140, temperature 
97, perspiring freely, abdomen muscles very rigid and 
hard. Diagnosis: Perforation of ulcer. 

Took him to hospital; operated immediately and 
found very large indurated ulcer about the middle 
lesser curvature posterior side with small perforation 
about center through which secretions were passing. 
I inverted the ulcer as best I could, with 20-day cat- 
gut stitched a piece of omentum over all of area and 
did posterior gastrojejunostomy. 

Made uneventful recovery so far as stomach symp- 
toms are concerned. He is now at a tubercular sana- 
torium, being treated for pulmonary tuberculosis, but 
has not had any digestive disturbance since operation. 

Mrs. C. W.—Aged 56 years, housewife. Consulted 
April, 1917. Family history negative. Personal his- 


tory. Has had stomach trouble for 12 years, pain, 
vomiting, hunger pains with food relief. About four 
years before had been operated on and a solitary stone 
removed from cystic duct which seemed to give some 
relief for a time, but the attacks became more severe 


and vomiting more persistent. States she had vomited 
food taken a day or two before. Eight months ago 
had a very severe attack of pain in abdomen; fell on 
floor, unable to get up until help came two or three 
hours later; for some time after this could scarcely 
move because of the pain and soreness in the abdomen. 
Present condition: Vomiting practically all food and 
liquid taken; very weak and emaciated. X-ray report: 
Six-hour residue, major portion of meal retained. 
Stomach below brim of pelvis. No duodenal cap. 
Diagnosis: Pyloric obstruction. Operated on June 5, 
1917. 

On opening the abdomen found indurated mass 
about the pylorus, lesser peritonial cavity obliterated. 
unable to get posterior to stomach, did anterior gastro- 
jejunostomy. For some time patient seemed to do 
fairly well, retaining food, but began vomiting again 
and continued until about six weeks later died of in- 
anition. No post mortem. 

J. C—Male, aged 47 years, bookkeeper. Family 
history: Father died of gastric cancer at age of 68, 
otherwise negative. 

Had hip dislocated when a child, walks with limp; 
otherwise negative, except stomach trouble for 25 
years. At times is fairly comfortable but had attacks 
when he would have trouble for a month or two in 
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which he would have food relief; would take food at 
night to stop pain in stomach. 

Has never vomited blood so far as he knew. Last 
two months had been able to retain almost no food. 
Very weak and emaciated, tender in upper abdominal 
region. 

Referred to x-ray: Six-hour residue at least one- 
half of meal retained. Large hypotonic stomach, hyper- 
peristalsis, filling defect on lesser curvature slightly 
posterior and about two inches from pylorus. Diag- 
nosis: Large gastric ulcer with a possibility of 
malignancy. : 

Operated on April 16, 1919. Very large indurated 
ulcer in lesser curvature posterior, about three inches 
from pylorus. Made posterior gastrojejunostomy. 
Had but little pain following operation, nausea per- 
sisted, and he constantly spat up food that was taken 
and with it a great deal of bile. Seemed to grow 
weaker and the eleventh day following operation died. 

Autopsy showed anastomosis healed perfectly, open- 
ing admitted three fingers, no adhesions. Portion of 
ulcer removed showed chronic inflammatory changes, 
connective tissue proliferation and round call infiltra- 
tion with no thickening of blood vessels. Not ma- 
lignant. 

From the foregoing complicated cases of ulcer 
operated on with 40 per cent mortality it can 
be readily seen that to credit surgery with the 
failure is to place the responsibility in the wrong 
place, since each of these cases represents a 
medical failure either of diagnosis or treatment 
and surgery claims 60 per cent cure. 

It seems to me it is time the profession as a 
whole should cooperate to the mutual benefit of 
all concerned as there is enough responsibility 
for physician, internist, and surgeon, and with- 
out the cooperation the patient is not getting 
from our profession all he has a right to expect 
from -us. 


REFERENCES 


Chess: Journal Maine Med. Assoc., Jan., 1919. 
C., H. Mayo: Minn. State Med. Assoc., Aug., 1918. 
Smithies: Surgical, Gyn. and Obs., March, 1918, 
Mayo Clinic, 1917. 

Deaver: Surgery, Gyn. and Obs., May, 1918. 
Kuttner: Langenbeck’s Archiv., 105, 788. 

Lippman: State Jour. of ed., “Apne: 1918. 
X-ray: Dr. . E. Morgan, Mattoon, Il. 





DISCUSSIUN 
(Abstract) 

Dr. Percy (Chicago): I thought that a large per- 
centage, especially of acute ulcers of the stomach, 
should be treated medically, and if treated properly 
will recover and remain well, provided they live under 
reasonable conditions, and provided they are not left 
with a chronic gall bladder infection, which may often 
be a predisposing cause of the ulcers. He does not be- 
lieve that the acute case with severe hemorrhage is 
necessarily an indication for surgical interference. 

Surgical interference should be left entirely for 
chronic recurrent cases, so far as gastric ulcers are 
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concerned. The types of cases described are the ones 
which are very apt to do well following surgery. 

For instance, the first type of case, with a large 
prepyloric ulcer with marked obstruction usually does 
well. 

As to the operation itself he thought from one of 
the pictures that the Doctor’s gastro-enterostomy was 
aot near enough the pyloric end of the stomach. The 
thing of most importance in connection with a gastro- 
enterostomy is its location, not so much how it is done 
or what it is done with, but location. If a gastro- 
enterostomy is made well over in the pyloric end of 
the stomach, as near the pylorus as possible, they 
usually work well. If it is made near the center of 
the stomach, they work well for a time, but these 
cases finally have trouble. 

The natural tendency of the stomach is, of course, 
to shoot the food across into the pyloric end, and 
they will shoot it right across a gastro-enterostomy in 
the middle of the stomach, but if the opening is over 
at the other end, the stomach will drain. He con- 
sidered this really the most important part in connec- 
tion with these gastro-enterostomy cases. 

Dr. A. A. Strauss Carter 
speaks of the etiology of ulcer. The treatment of ulcer 
should be based on the etiology. Rosenow’s work on 
the etiology, I believe, is as nearly correct as anything 
we have at the present time and also coincides better 
with the clinical findings of ulcer than any other 
theory. Histological examination of all excised ulcers 
shows streptococci. Whether they are of a selective 
type or not does not matter, but this finding proves 
one clinical fact—that ulcers are a localized infection. 
Men in large clinics will excise gall bladders and ap- 
pendices because they show infection, but will perform 
a gastroenterostomy and leave an ulcer—which is a 
similar lesion—in the stomach. In fourteen cases of 
stomach ulcer showing a hyperacidity before excision 
of the ulcer, fractional test meal following operation 
showed the acidity to be normal or subnormal, which 
speaks volumes for the fact that the hyperacidity is 
the result of the ulcer rather than a producing factor. 
Gastroenterostomy does not materially improve this 
condition. The emptying time of the stomach is not 
increased beyond normal, and as the ulcer still re- 
mains very little is accomplished by this type of opera- 
tion, I believe that every ulcer on the stomach side of 
the pyloric ring should be excised and a plastic opera- 
tion performed on the pylorus which will increase the 
emptying time, so that the stomach will empty one- 
and-a-half to two hours. This plastic consists of ex 
cising a wedge-shaped piece of muscle at the pyloric 
ring without injuring or cutting into the mucosa. The 
wedge-shaped piece has its base on the pyloric ring 
and its apex in the pyloric antrum. This area is 
covered with omentum. This procedure eliminates the 
pyloro-spasm and has the same effect as cutting away 
a portion of the anal sphincter. 

The combined operation of excising the ulcer and 
th: pyloroplasty requires less time, less surgical skill, 
and produces less shock than a gastroenterostomy. It 
does away with the pathologic condition and gives the 
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stomach a rapid emptying time, and these things are 
not accomplished by the ordinary gastroenterostomy. 
I believe that gastroenterostomy is indicated only 
when an obstruction occurs at the pylorus due to 
cicatrization of a benign ulcer. The duodenal ulcers 
that cannot be excised should be closed off by a per- 
manent pyloric closure by means of a fascial trans- 
plant plus gastroenterostomy. 

Dr. S. Munson (Springfield) noted that in his line 
of work, internal medicine, he sees many cases that 
have been operated on by the surgeon for gastric 
ulcer, and in secondary operations has seen the patho- 
logical conditions which are existent from gastric- 
enterostomies. 

In one case he had advised operation because of 
the great amount of adhesion. In another case in 
which he advised a secondary operation the attach- 
ment of the intestine to the stomach by the gastro- 
enterostomy was at too high a point, so that the 
smaller curvature was at a lower point than the 
greater curvature. 

He believes that every surgeon who lives to be 
middle-aged, fifty to sixty years, who has been doing 
gastro-enterostomy for gastric ulcers, and presumed 
gastric ulcers, will have these cases, as John B. 
Murphy stated a few years ago, “Coming back to his 
office.” 

Dr. Percy mentioned here the indications for opera- 
tions of gastric ulcers are very definite, and when 
done under those circumstances, providing his sur- 
gery is good, the results are good. I think that in the 
Doctor’s instance where he has treated these cases 
surgically, and there has been no medical trial, in most 
of his cases, he has had fair results. Still there was 
no medical effort made, consequently, he could not 
determine as to the necessity for this surgery, because 
of not having the medical treatment. 

Surgeons are not doing the gastro-enterostomies 
today that they were doing ten or fifteen years ago. 

He approved the essayist’s statement that in the 
treatment of these cases the internist and surgeon 
should go hand in hand. 

Dr. Hagsertin (Chicago) believes that if the tech- 
nique is right and the gastro-enterostomy placed right 
with sufficient opening made, you will get good results. 

In cases of gastric ulcer oftentimes our diagnosis is 
simply tentative, and after we have made our gastric 
analysis, our fluoroscopic and x-ray and stool analysis 
and gone over our physical findings and blood ex- 
aminations, we are still in doubt. In those cases if 
the symptoms keep up for over three years, he always 
recommends to the individual an exploratory laparo- 
tomy, and many times you will find some trouble along 
the gastro-intestinal tract that you can correct. 

Another thing it is well to bear in mind is that 
many of these stomach cases are reflex, and it is well 
to go right down the intestinal tract to the appendix 
and to the uterus. 

One ought to have a real indication before doing a 
gastro-enterostomy. Stomach surgery should depend 
upon your findings, and not be promiscuous. 

If after opening up into the abdomen, you find a 
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condition of stenosis, then you know that you want to 
do something that will relieve or will drain the 
stomach. If you find a number of ulcers in the duo- 
denum, you should go around the duodenum and in 
those cases you can do a gastro-enterostomy. 

Dr. Carter (closing discussion): I wanted to im- 
press upon the profession necessity for co-opera- 
tion between the internist, the general practitioner and 
the surgeon, and when this thing is done, we will find 
that our patients will get more than they have gotten 
in the past. There are many cases that are purely 
medical. I selected these cases to show the type of 
cases that do not get well from medical treatment 
and that are amenable to surgery, sixty per cent. 
There are some cases that, of course, we are bound 
to lose from the very fact that they are held by the 
internist, with the present method of holding these 
patients, until they are poor risks at best for surgery; 
but a gastro-enterostomy done properly when it should 
be done, I think, will save a great many lives. 


POST-GRADUATE WORK IN GREAT BRITAIN 

All Canadians must be interested in the really seri- 
ous attempt being made by the profession in England 
to establish this work on a basis that will make it 
attractive to students the world over. This move was 
first made by Sir William Osler while the war was 
still in progress, and when it was realized that the 
German and Austrian schools would no longer be able 
to attract the students from the allied countries. To 
his foresight and magnetism must be attributed the 
early organization work that has been going on quietly 
during the last two years, and which has culminated 
in the recent visit of Sir St. Clair Thompson to Can- 
ada and America. 

So many Canadian and American medical men have 
had the privilege of seeing London more or less in- 
timately during the war that the chance of going back 
there for a post-graduate course will always be a 
pleasing anticipation. That the clinical material there 
is varied and abundant is unquestionable. London, 
owing to its vast size and because it is the greatest 
shipping point in the’ world, is undoubtedly able to 
supply examples of diseases contracted in all parts of 
the world. 

Berlin and Vienna by their perfect organization were 
able to control post-graduate work. The English hos- 
pitals made few attempts to wrest this position from 
them. Visiting doctors were received politely in Lon- 
don, but there was no desire to make things attractive 
for them so as to induce them to get the instruction 
needed for doing special work. 

The Reception Committee, presided over by Sir St. 
Clair Thompson, has arranged to meet students on 
their arrival in London, and on finding out their wants 
will put them in touch with teachers who will be an- 
xious to give them exactly what they desire. In other 
words, they will supply your wants, whatever they 
may be, at a price that will make it attractive for you. 
Libraries, museums and hospitals are being linked into 
the scheme so as to make it convenient for the 
students, 
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It will be a distinct advantage to students to dis- 
pense with a foreign language and to be able to com- 
plete their work in such a city as London. The 
scheme, if worked out on the lines suggested, should 
be a success at any rate as far as the students from 
the Empire are concerned—The Canadian Medical 
Association Journal. 





THE HEALTH HABIT 

Twenty years ago I knew a man called Jiggins, who 
had the health habit. 

He used to take a cold plunge every morning. He 
said it opened his pores. After this he took a hot 
sponge. He said it closed the pores. He got so that he 
could open and shut his pores at will. 

Jiggins used to stand and breathe at an open window 
for half an hour before dressing. He said it expanded 
his lungs. He might of course have had it done in a 
shoe shop with a boot stretcher, but, after all, it cost 
him nothing this way. And what is half an hour? 

After he had got his vest on Jiggins used to hitch 
himself up like a dog in harness and do shadow exer- 
cises. He did them forward, backward and hindside 
up. 

He could have got a job as a dog anywhere. He 
spent all his time at this kind of thing. In his spare 
time at the office he used to lie on his stomach on the 
floor and see if he could lift himself up with his 
knuckles. If he could, then he tried some other way 
until he found one that he couldn’t do. Then he would 
spend the rest of his lunch hour on his stomach, per- 
fectly happy. 

In the evenings in his room he used to lift iron bars, 
cannon balls, heavy dumbbells and haul himself up to 
the ceiling with his teeth. 

He liked it. , 

He spent half the night slinging himself around the 
room. He said it made his brain clear. When he got 
his brain perfectly clear, he went to bed and slept. As 
soon as he woke he began clearing it again. 

Jiggins is dead. He was, of course, a pioneer; but 
the fact that he dumbbelled himself to death at an 
early age does not prevent a whole generation of young 
men from following in his path. 

They are ridden by the health mania. 

They make themselves a nuisance. 

They get up at impossible hours. They go out in 
silly little suits and run marathon heats before break- 
fast. They chase around barefoot to get the dew on 
their feet. They hunt for ozone. They bother about 
pepsin. They won’t eat meat because it has too much 
nitrogen. They won't eat fruit because it hasn’t any. 
They prefer albumen and starch to huckleberry pie 
and doughnuts. They won’t drink water out of a tap. 
They won’t eat sardines out of a tin. They won’t use 
oysters out of a pail. They won’t drink milk out of a 
glass. They are afraid. Yes, sir, afraid. Cowards! 

And after all their fuss they presently incur some 
simple, old-fashioned illness, and die like anybody else. 
—SrerHen Leacock, in Dallas News. 
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Editorial 
AND TWELVE 


BACK TO A HUNDRED 
PAGES. 

It is with a feeling of satisfaction we announce 
that with this issue the JourNAL goes back to 


its ante-bellum status. War restrictions, the high 
cost of labor, material, etc., forced the manage- 
ment to reduce the size of the Journat to 96 


pages. 
Perseverance and hard work enabled us to in- 
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crease the size of the October number of the 
JOURNAL to 104 pages, and this month we have 
added another 8 pages, making 112 pages in all. 
This, we believe, is the record for size of any of 
the state medical journals. 

The editor has on hand a world of material 
from some of the greatest men in the profession 
waiting publication. The addition of 16 new 
pages each month will provide an outlet for this 
vast fund of medical information and will be 
greatly appreciated by the readers of the ILLINoIs 
MEDICAL JOURNAL. 





THE EVOLUTION OF MEDICAL PRAC- 
TICE or WHAT AILS THE PROFESSION 


The editor is repeatedly asked, “What Ails 
the Medical Profession,” and this from men who 
formerly gave no thought to the great medical 
problems. 

That something is wrong with the doctors’ eco- 
nomic adjustment is manifest by the great unrest 
which exists among medical men. This is well 
exemplified by the agitation we hear repeatedly 
for a doctors’ union to be affiliated with the Fed- 
eration of Labor. 

The drift towards organization which is the 
dominant note throughout the commercial world 
is becoming very evident among medical practi- 
tioners ; for instance, in New York in three sep- 
arate sections of the city and in fifteen up-state 
counties the effort to form a doctors’ union has 
met with success as vouchsafed for by the press 
representative of the Bronx Physicians’ Guild. 
Certainly this indicates a pronounced state of 
unrest and dissatisfaction among the physicians 
of New York. However, the disgruntlement 
among doctors is not confined to the Eastern me- 
tropolis, it is a burning question everywhere. 

We wonder how many physicians can explain 
the cause of unrest—we wonder how many mem- 
bers of the profession realize the profound change 
coming over the relation of the physician to the 
community. How many physicians appreciate 
that the change in the status of the physician is 
largely but a phase of the recent extensive de- 
velopment of sociology ? 

Talk to the doctor who is practicing in a poor 
section of the city and ask him how business is 
and in nine cases out of ten he will answer you 
in language more expressive than polished. The 
tenth one because of pride or bluff will tell you 
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that business is fine or he may be laboring under 
the feeling that if it is bad his saying so will not 
remedy things. 

Again, talk to the man who is recognized as 
being at the top of the profession, ask him if he 
is making as much today as he made ten, twenty 
or thirty years ago. Invariably he will tell you 
that he is feeling the pressure of conditions; ask 
any of these men the reasons and you will not 
get any two answers alike. The reason is because 
there is no one cause for it, but a variety of causes. 
The principal reason is that the doctor has built 
up and is still building up against himself an 
instrument of self destruction which he has the 
power to break and render harmless. The cause of 
the present conditions is that we have allowed 
others to think and act for us and we have become 
the passive agent in carrying out the ideas of 
others. 

Let us study the signs of the times for a mo- 
ment and see if there is any manifest reason for 
this dissatisfaction and unrest among physicians ? 

Diphtheria antitoxin has materially reduced 
sickness and mortality. 


Typhoid fever, which was at one time a scourge, 


has reached the vanishing point. 

Destruction of the mosquito has prevented ma- 
laria and yellow fever. 

The control of plague is now an accomplished 
fact. 

Improvement in the milk and water supply of 
cities has materially reduced morbidity from in- 
testinal diseases. 

By early recognition and hospitalization tuber- 
culosis morbidity is being materially reduced due 
to the world-wide campaign of prevention. 

Hook worm disease is now readily curable. 

Puerperal fever is today ag rare as it was for- 
merly common. 

Typhus fever no longer exists in America. 

Scientific midwifery by dispensary physicians 
teaching dependency on state support. 

Visiting nurses for ordinary sickness thus help- 
ing families to self medication. 

Tenement house inspection preventing diseases 
due to overcrowding. 

The Pure Food and Drug Law. 

School inspection helping to eliminate infec- 
tion. 


The regulation and suppression of alcohol con- 
sumption. 
The fashion for fresh air and outdoor sleeping. 


EDITORIAL 


263 


The disposition to work along lines of preven- 
tion rather than cure. 

The overcrowding of the profession caused by 
the lessening of morbidity. 

The abuse of medical charity by hospitals and 
dispensaries is familiar to physicians and expe- 
rience has cost them dearly. 

The various forms of contract practice that are 
becoming firmly rooted and have reduced the fee 
for visits in the East to six and one-half cents. 

Note the injustice heaped upon the profession 
by the Harrison Narcotic Law in placing a tax 
of $450,000 a year on the profession for protecting 
the public—said law being a public health meas- 
ure for the benefit of the public and for which 
the public should pay and not the doctor. 

Note the after-the-war program of the Red 
Cross that having the money they proceed to carry 
on the socialistic scheme of taking over all extra 
governmental health agencies and immediately 
proceed to the regulation of everything and every- 
body gratuitously. 

Note the after-the-war program of the United 
States Public Health Service in their attempt to 
duplicate the socialistic dream of the Red Cross 
und go them one better if possible. 

How many physicians have not experienced un- 
favorably the enveloping tenacles of the insurance 
octopus? We doubt if there is a physician who 
has not within a year had under his care a sur- 
gical case of some nature and for which he has 
charged only a reasonable fee, and upon recovery 
an insurance company steps in as the represen- 
tative of the patient and informs him that his 
charges are exorbitant and threaten him in vari- 
ous ways; that finally he has to accept the small 
pittance they see fit to give, otherwise he gets 
nothing. 

On the other hand note the persistent trend 
of sociology to make the care of the sick the func- 
tion of the state. Our present experience with 
the narcotic law has taught us that it is unsafe to 
attempt to treat an addict in private practice. 

The Government deputies hounded physicians 
in an unbecoming manner, agents went so far 
as to lay bait and appeal to the humanitarian side 
of the physician and afterwards prosecute him 
because he was at least human. Some of the 
methods used by the government officials would be 
unbecoming even the worst shyster lawyer in the 
community. 

To illustrate further the attempt at state con- 
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trol of medicine note the doctors’ every day 


experience in the present day trend toward hos- 
pitelization of the contagious disease sick. 

Note the free distribution and free (if re- 
quested) administration of antitoxin and serums. 

Note the widely heralded campaign by the gov- 
ernment and state for the free treatment of ve- 
nereal disease. 

Note the rapid growth and development of in- 
stitutions like the Psychopathic, County and Mu- 
nicipal hospitals for the care of the sick but not 
necessarily poor. These are all operating to 
bring about the state control of medicine. 

We have mentioned but a few of the factors 
effecting the profession unfavorably. We could 
go on almost indefinitely enumerating conditions 
that are developing to such an extent that they 
interfere with the future welfare of the physician. 

To one who has watched the trend of the times 
it is clearly apparent that there is a well defined 
movement all over the United States and for that 
matter all over the world to impose many limit- 
ations on the practitioner of medicine. It is time 
that the medical men protest and show the pub- 
lic the nefarious and dangerous tendency of many 
of these regulations, otherwise in the near future 
a large number of laws are sure to appear on the 


statute books the purport of which will be to 
impair the usefulness of the practitioner and 
impose hardship and dangers upon the sick and 
suffering. 

Unfortunately medical men do not concern 
themselves sufficiently with legislative matters 
even when their own rights and interests are 


“; 


involved. To summarize the whole situation “in 
the history of all medicine” there never was a 
time when the difficulties of the profession were 
greater than they are today. 





UNIVERSAL MEDICAL RECIPROCITY. 


The editor is in receipt of the following letter 
from a representative member of the profession : 

To the Editor: I am enclosing a clipping of 
the October number of the Medical Council, 
which is of paramount importance to the medical 
profession. 

I am informed that a similar bill has been 
introduced into the United States senate. I have 
not read the bill referred to but the principle is 
right. 

Would it not be wise for the medical press of 
the country to enlighten the profession regarding 
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the bill and its present standing? If amendments 
are needed perhaps efforts on the part of the pro- 
fession might secure them. 

I have heard it said that our congressman is 
using his influence in behalf of some irregular 
cult. If this is true it need not necessarily pre- 
vent the regular profession endorsing and en- 
couraging the passage of a national law which 
would permit doctors of good standing to prac- 
tice medicine anywhere in the United States. 

[ understand this measure might not be agree- 
able to some of our state departments, but the 
profession desire the privilege and why not go 
after it. 

The following are the provisions of the bill: 


A BILL TO ALLOW PHYSICIANS TO PRAC- 
TICE MEDICINE IN ALL STATES 


A Federal bill to allow physicians to practice in all 
States has been introduced by Representative Mason. 
It provides that any physician who has studied four 
years in a medical school and has been granted a State 
license, or any person admitted to practice medicine 
and practiced for at least five years may be granted a 
license to practice medicine in any state of the Union. 
The bill further provides that a fee of ten dollars be 
paid to the Secretary of the Interior and that the 
license issued be recorded with the Department of 
Health in the State where the physician practices. 
The bill has been referred to the House Committee on 
Interstate and Foreign Commerce for consideration. 
It bears the number of H. R. 8313. 

The idea is very dear to the heart of the editor 
and for a number of years he worked in his 
meager way to bring about this ideal condition, 
but finally abandoned hope of accomplishing it 
because of legal limitations. As we understand 
it the constitution of the United States is a grant 
of power by the several states. That which is not 
granted by it is reserved to the several states. 
There is no provision in the constitution of the 
United States which Qives power to Congress to 
control internal or intra-state problems, such as 
licensure of physicians, however wholesome the 
result may be believed to be. Oversight by the 
Federal Government of operations in slaughter 
houses, etc., rests, not upon the fact that the 
health of the public is affected, but upon the fact 
that the product is designed to be transported 
inter-state, as an article of commerce. The prac- 
tice of medicine is not an activity of commerce, 
although traffic in drugs is. The bill introduced 
into Congress, as the same is reported, being an 
act to license physicians practicing in one state 
to practice in another state of the Union without 
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consent of the latter state is claimed by the best 
legal minds to be beyond the powers of Congress, 
and if enacted, would be a nullity. It would 
seem then that the best solution of the problem 
would be for a general reciprocity agreement be- 
tween the various state boards of health. The 
problem is not a difficult one if worked out along 
these lines and while there has been some con- 
structive work done towards solving the reciproc- 
ity problem, it has not progressed with the de- 
sired rapidity. 

Now that the war is over let us hope that the 
matter will be pushed to a satisfactory speedy 
conclusion. 





CHICAGO SOCIETY OFFERS PRIZE FOR 
THESIS 


In 1896 in the first radical operation for car- 
cinoma of the cervix by Ries, certain lymph- 
nodes were removed, on examination of which 
gland-like structures hitherto undescribed were 
discovered by him. These findings have since 
been confirmed and pictured by other authors. 
Robert Meyer claims that these structures are 
due to irritation of the endothelium of the lymph 
sinuses by infectious material absorbed from the 
ulcerated carcinoma. 

It is desired that this claim be further inves- 
tigated, and the following points are tentatively 
suggested for examination. 

1. Do all infected carcinomas produce such 
gland-like formations in the regionary lymph- 
nodes? (for inst., ulcerated carcinomas of stom- 
ach, rectum, lips, breast). 

2. Are closed, non-infected carcinomas ever 
accompanied by similar formations? (for inst., 
closed carcinomas of breast). 

3. Do infected lymph-nodes not associated 
with carcinoma, as for instance with primary 
sclerosis, soft chancre, infected wounds of the 
extremities, present similar structures? | 

1. Can the structures be produced experi- 
mentally ? 

For the most satisfactory solution of this prob- 
lem a prize of one hundred dollars has been de- 
posited with and will be paid by the Treasurer 
of the Chicago Pathological Society upon the de- 
cision of the Prize Committee. Professors Hek- 
toen, Zeit and LeCount have consented to act as 
committee. 

The competing essays must be in the hands of 


EDITORIAL 


265 


the Secretary, Dr. George H. Weaver, 629 South 
Wood street, Chicago, or his successor in office, 
by September 1, 1920, bearing some number for 
identification. A sealed envelope bearing the same 
number and containing the name and address of 
the essayist is to be inclosed. 

The winning essayist will be invited to present 
personally the result of his investigations at the 
first meeting of the Pathological Society in Octo- 
ber, 1920. 

If no essay is offered in competing for this prize 
at the expiration of the above term, the amount 
shall be returned to the donor. 


THE PRINTERS’ STRIKE IN NEW YORK 


We extend to our brother doctors in the East 
our sincere sympathy because of the strike that 
has tied up many of our largest and most influ- 
ential medical journals. It is considerable of an 
affliction for the progressive doctor to have to be 
deprived of the pleasure of enjoying an evening 
with his favorite medical journals. Let us hope 
that this deprivation will only be of a temporary 
character. 

As we understand it the worst printers’ strike 
in the history of printing is on in the City of 
New York. 

That the forces, working on the respective med- 
ical journals, in sympathy with over ten thou- 
sand of their fellow printers, walked out without 
an hour’s notice, placing the medical journals in 
such a position that current issues have been de- 
layed. 

Medical journals however, are only a few of 
over two hundred publications that are affected. 

We ask our readers for their kind indulgence in 
this situation which our brother publishers in the 
East are powerless to control. 








CREDIT WHERE CREDIT IS DUE. 
Dr. Voronorr AND His Discovery or Sex 
GLAND IMPLANTATION. 

Last month our public press by large front 
page headlines and accompanying picture of the 
alleged finder, heralded a supposed discovery of 
sex gland implantation for the cure of old age 
and other evidences of senility by one Dr. Vor- 

onoff of Paris, France. 

According to the public press, Dr. Voronoff 
has made some remarkable “discoveries” in the 
matter of sex gland implantation. As his al- 
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leged discovery is merely a repetition of a frag- 
mentary part of what Dr. G. Frank Lydston of 
Chicago laid before the profession nearly six 
years ago, and which he has since elaborated in 
both the medical press and in book form, we 
would suggest that our Parisian friends would 
better try to “discover” scientific America. If 
the profession of Europe has not been in pro- 
found coma since long before the war, Voronoff 
will not get away with his wonderful re-discovery 
of the already discovered. In passing, we hope 
that the American press may sometime discover 
the American doctor. Even Uncle Sam, slow as 
he is, recently discovered the American doctor. 
Why should the press lag behind? In the case in 
point, Dr. Lydston’s “right of discovery,” not 
only in the matter of sex function, but affects 
on skin, circulation, arterio-sclerosis and other 
conditions will not be challenged by any Amer- 
ican physician who has kept in touch with medi- 
cal science since January, 1914. Without at- 
tempting to go into the literature of the subject 
of sex gland implantation, the writer states that 
in his opinion the Bulletin of the Chicago Med- 
ical Society for March 7, 1914, the columns of 
the New York Medical Journal from March to 
December, 1914, various articles since appearing 
in the Journal, A. M. A. and Dr. Lydston’s Mon- 
ograph on Impotence, Sterility and Sex Gland 
Implantation (which appeared in 1917) should 
be sufficient to bring Dr. Voronoff back to earth. 

In this connection should be recorded the 
work of Dr. Victor D. Lespinasse in 1911, re- 
ported before the section of Genito-Urinary Dis- 
eases of the American Medical Association in 
June, 1913, and published in the Journal, A. M. 
A., November 22, 1913, under the title “Trans- 
plantation of Testicle.” 





INSURANCE COMPANIES SEE THE 
LIGHT. 


Tue NATIONAL UNDERWRITER. 


Chicago, Sept. 20, 1919. 
To the Editor: 

I was interested in an editorial in the Septem- 
ber issue of the Inuinoris MepicaL JouRNAL in 
which some very severe castigations are made on 
the insurance companies in their attitude toward 
physicians that render first aid. I wonder if you 
could not write us your views on this subject, 
going a little more into detail. It seems to us 
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that if conditions are such as the editorial indi- 

cates the insurance companies should under- 

stand the feelings of the medical profession in 

this regard. We believe that this position of the 

medical profession should be made public. 
Yours faithfully, 


C. M. Carrwricur, 
Managing Editor. 





FROM THE SUBLIME TO THE RIDICU- 
LOUS AND THE STATE DEPART- 
MENT OF INEFFICIENCY. 

The following is self-explanatory. 

STATE OF ILLINOIS 
DEPARTMENT OF REGISTRATION AND 
EDUCATION 
SPRINGFIELD 

FRANCES W. SHEPARDSON, DIRECTOR 

E. A. Wrerpr, Assistant Director 

F. C. Dopps, SUPERINTENDENT OF REGISTRATION 
September 17, 1919. 
Dr. W. H. Gilmore, 
Illinois State Medical Society, 
Mt. Vernon, Ill. 

Dear Doctor: Your letter of the 12th inst. to 
the Department of Health has been referred to 
this department. 

In reply you are advised that no official regis- 
ter of physicians has been published by this de- 
partment. On account of the many changes which 
lave been made by physicians during the past two 
years, occasioned largely by their entrance into 
the service and by locating in new places upon 
their return, it will be almost impossible under 
present conditions to publish a register which 
would be at all accurate. 

Unfortunately the Medical Practice Act of this 
state does not provide for the annual renewal of 
physicians’ licenses. If this were a requirement, 
the issuance of an official register would not be a 
hard matter. 

Very respectfully, 
F. C. Dopps, 
Superintendent of Registration. 

Nore: In signing the above effusion the su- 
perintendent of registration brands not only him- 
self, but the department as either lazy or incom- 
petent, or both. 


In commenting upon the above the writer 
knows from personal observation and experience 
that it is possible to compile and to keep a rea- 
sonably accurate directory of the physicians of 


and 
cept 
\ 
effic 
ing! 
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Illinois. When Dr. Egan and later when Dr. 
Drake was secretary of the old State Board of 
Health we had a reasonably up-to-date physi- 
cians’ directory and this long before we heard of 
the departments of Efficiency and Economy or 
the present wrongly named Department of Reg- 
istratidn and Education. 

We know from experience that under an an- 
nual registration law or any other system of 
recording no directory can be absolutely accurate, 
for even though every physician in the state 
should be properly accounted for, with his correct 
address, on a given registration date, by the time 
the register is compiled and published hundreds 
of physicians will have moved and some would 
have died and the register will be inaccurate in 
that extent at least. 

With the assistance of a selected lot of physi- 
cians residing in important centers of population 
and the help of the secretaries of the County 
Medical Societies, the old State Board of Health 
was always able to develop a fairly complete list 
of physicians. By checking this against the 
A. M. A. directory, city directories, and news- 
paper clippings recording the deaths or move- 
ments of physicians, and against all the corre- 
spondence received from physicians at the Board 
of Health office—this including the two letters of 
recommendation filed with each application for 
licensure the old State Board of Health was able 
to give us a very complete register. 

We are willing to wager that an up-to-date 
registration of practically every physician in IIli- 
nois can, at this writing, be found with the State 
Department of Public Health where the affairs 
are not being administered from a dream book 
and where efficiency is the rule and not the ex- 
ception. 

Verily, verily, I say unto thee, that all the in- 
efficiency in public life is not centered in Wash- 
ington, D. C. 





WHERE NOTHING IS IMPOSSIBLE BUT 
VIRTUE or EVE’S VIEWS ON PARIS. 

“Where sex is the keynote of existence. 

Where many women ‘toil not, neither do they spin, yet 
Solomon in all his glory was not arrayed as one of 
these.’ 

Where women ponder not what they shall wear, but 
how much, 

Where the American pays the fiddler while Paris 
dances. 

Where titled people meet in studios, tell what great 


EDITORIAL 


267 


men their grandfathers were, and then whisper: 
‘Lend me five francs.’ 

Where wit is only recognized when it has a risque 
turn. 

Where life is one mad maelstrom with an under- 
current of mirth. 

Where wives support their husbands m various ways. 

Where suffrage is replaced by cooking schools. 

Where the marriage tie means freedom. 

Where wine, women and song are the three ruling 
muses. 

Where nobody throws stones, for all live in glass 
houses. 

Where marriage is merely a matter of law and where 
love is merely a matter of form. 

Where a man and woman may suddenly announce: 
‘We are one and 

Society answers: ‘Entrez, s’il vous plait.” 

Where vanity was born and never left home. 

Where music halls bear the unwritten invitation: 
‘Take your choice.’ 

Where nothing is impossible but virtue.” 

—By Sophie Irene Loeb, in the Chicago Journal. 
O tempora! O mores! Certainly a severe cas- 

tigation of the grand French people. Can it be 

possible that the one time God-loving French 

have thrown all discretion to the winds? That 


there no longer exists in Paris the ideals of life 
and living that make existence worth while? 
Can it be true that vanity, lust, and immorality 


have driven out from the fashion center of the 
Universe everything that appeals to the finer in- 
stincts of Christian people? If it is true and 
Paris is hereafter to represent not only the fash- 
ions, but the morals of the world, then France is 
not helping to make the world safe for democracy 
nor is the Bolshevik movement the only menace 
to the future security of mankind. 





THE PHYSICIANS’ STRIKE. 


The suggestion of a physicians’ strike has usu- 
ally been a facetious one. There are times, how- 
ever, when even the ever patient physician be- 
comes irritated. The Medical Press, London, 
contains the following comment relative to a re- 
cent labor agitation in Yorkshire: 

Correspondence in the local journals shows 
that the outpatient staff of the General Infirmary 
at Leeds are refusing treatment to the miners on 
strike. When two miners attended at the out- 
patient department, the medical officer on duty 
informed them that he was on strike too. Sub- 
sequently he offered to prescribe for them, but 
this offer they refused, on the grounds that they 
had been insulted. The miners, of course, have 
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stated their grievances in the local press, and the 
correspondence has grown, partly in sympathy 
with the miners’ complaints, partly alleging that 
retaliation must be expected in view of the hard- 
ships the miners have brought upon the public. 
Meanwhile the aggrieved miners, having asked 
for an inquiry into the conduct of the medical 
staff, the secretary of the infirmary has intimated 
that the committee will concede the request. The 
incident in question is an exceptional one, and 
we may believe without precedent. But the min- 
ers have only themselves to blame for its occur- 
rence. Their unlicensed attitude in regard to 
their work having called forth general public 
indignation, accompanied by hardships from 
which they themselves are free, it is natural that 
resentment against them should take an active 
form, just to remind them that the game they 
play can also be played by others. A medical 
man with no coal in his house because the miners 
have refused to work, can hardly be expected to 
regard with any degree of effusive complacency, 
miners on strike who gratuitously seek his aid 
at a hospital. Medical men are not exclusively 
humane; they are also human like other people. 
—Jour. A. M. A., October 18, 1919. 





AN APPEAL FOR HUMAN EMBRYOLOGI- 
CAL MATERIAL 
Witiram W. Graves, M. D. 
ST. LOUIS 

In 1906 I observed certain malformations of 
the human shoulder-blade, and in contributions 
to current literature I have given them the col- 
lective name—“the scaphoid type of scapula,” 
and pointed out some of its hereditary clinical 
and anatomical significance. 

Probably the most important observation con- 
nected with this type of scapula in man is its age 
incidence, that is to say, it occurs with great fre- 
quency among the young and with relative infre- 
quency among the old. There appear to be two 
possible explanations of this fact: 

vither— 

A—-One form of shoulder-blade changes into 
the other during development and 
growth. 

Or— 

B—Many of the possessors of the scaphoid 
type of scapula are the poorly adaptable, 
the peculiarly vulnerable, the unduly 
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disease  susceptible—the inherently 


weakened of the race. 

I have attempted to answer these questions by 
seeking evidence in various directions and one 
of the most important of these has been a study 
of intrauterine development of shoulder-blades. 
My investigations in this direction have been lim- 
ited by the material at my disposal, which has 
been inadequate for a definite solution of this 
phase of the problem.- I am, therefore, appeal- 
ing to physicians for fetuses in any and all stages 
of human deevlopment. 

It is desired that the material, as soon as pos- 
sible after delivery, be immersed in 10 per cent 
formalin in a sealed container, and be forwarded 
to my address ; charges collect. Due acknowledg- 
ment will be made to those forwarding material. 

727 Metropolitan Bldg. 





Public Health 


STATE DEPARTMENT OF PUBLIC HEALTH 
AT A. P. H. A. MEETING 


The State Department of Public Health was rep- 
resented at the meeting of the A. M. P. A. at New 
Orleans by Dr. C. St. Clair Drake, Director; Dr. 
George Thomas Palmer, Assistant Director; Dr. Clar- 
ence W. East, Chief, Division of Child Hygiene and 
Public Health Nursing; Mr. Paul Hansen, Chief, 
Division of Sanitation and Engineering, and Dr. H. 
B. Hemenway, District Health Officer. 

At a conference held in connection with a meeting 
of the Association to establish definite co-ordination 
of governmental and extra-governmental health or- 
ganizations, including the National Organization of 
Public Health, the American Red Cross and the Na- 
tional Tuberculosis Association, Dr. Drake represented 
the State health officers as Executive Secretary of 
their national organization, and Dr. Palmer repre- 
sented the National Tuberculosis Association. 





ENGINEERING ACTIVITIES 


The Division of Sanitation of the State Department 
of Public Health has just concluded investigations of 
the water supply of Duquoin, Perry County, and has 
submitted recommendations to the public officials for 
the establishment of safer and larger water supplies 

Duquoin is one of the relatively few Illinois cities 
having a definitely polluted water supply, and one 
which will soon become inadequate to meet the needs 
of the community. Pending the installation of new 
water works, the State Department of Public Health 
has recommended the sterilization of the city water 
for the protection of strangers and other persons 
unfamiliar with local conditions. 

Investigations of the sewage disposal system of 
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Carbondale, Jackson County, by the Division of San- 
itation, indicates the necessity for an entire rearrange- 
ment of the sewer system and the installation of two 
systems of mains—one for the disposal of household 
sewage and other putrescible wastes, and the other 
for drainage of streets and roofs. 

The installation of the Carbondale sewer system 
without a definite plan for future needs and the dis- 
posal of storm water in the same mains with offensive 
sewage, trends to the development of serious sanitary 
conditions. 





HOSPITAL FOR RETURNED TUBERCULOUS 


SOLDIERS 


. On account of the large numbers of returned sol- 
diers requiring institutional care and the crowded con- 
dition of most of the general hospitals and tuberculosis 
sanatoria in Illinois, a special hospital has been es- 
tablished in Springfield. This institution offers an 
immediate capacity of thirty-two beds and will be 
operated under the same medical and nursing service 
as that of Springfield Open Air Colony. 

This new hospital, known as the “Homestead,” oc- 
cupies the home of the late Stephen T. Littler, which 
is located in the central part of the city, but sur- 
rounded by a large tract of land which under the 
provisions of a will cannot be disturbed for a long 
period of time. 

The “Homestead” will be used primarily for re- 
turned soldiers, but will ultimately become the hos- 
pital section of the Springfield Open Air Colony. 





PUBLIC HEALTH NURSING SERVICE 


Miss Etta Lee Goudy, recently connected with the 
Bureau of Public Health Nursing of the Central 
Division of the American Red Cross, has been ap- 
pointed Supervising Nurse of the Division of Child 
Welfare and Public Health Nursing of the State 
Department of Public Health with headquarters in 
Springfield. 

Miss Ann L. Tillinghast has been appointed Acting 
Supervisor of Nursing Service for the Illinois Tuber- 
culosis Association, with headquarters in Springfield. 
Miss Tillinghast served with the Chicago Visiting 
Nurses’ Association and was engaged in general com- 
munity nursing at Chicago Heights. She was the first 
superintendent of Edward Sanatorium, at Naperville, 
and later of the Open Air Colony at Springfield. 

Miss Emily Fisher, recently discharged from army 
service at Fort Sheridan, has assumed charge of the 
county nursing service in Randolph County. 





SENSATIONAL VACCINATION STORY 


The newspapers of Springfield a few weeks ago 
published a sensational story of a child whose vision 
had been impaired by smallpox vaccination. 

This alleged condition was said to be the claim for 
damages by the parents of the child. 

The story was said to be supported by Dr. John 
F. Deal, a prominent physician engaged in eye, ear, 
nose and throat work. When the case was brought 
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to the attention of Dr. Deal an emphatic denial was 
issued in which it was stated that Dr. Deal had had 
no knowledge that the child had been vaccinated, that 
he had expressed no opinion as to the condition of the 
child’s sight, and the condition was one which could in 
no way be associated with vaccination. 


INVESTORS’ DEPARTMENT 





THE RAILROAD SITUATION 

Transportation is the biggest business in the 
country and the most important question before 
Congress. It must be put upon a paying basis 
as every business should be—common sense de- 
mands it—business demands it—the public de- 
mands it. 

There is no factor in our welfare which bears 
the intimate, inseparable and continuous relation 
to our daily life as this complex, nation wide 
service, financed and fostered through private 
enterprise. Contemplate for a moment if the 
railroads failed to function and you will be forci- 
bly impressed with the fact that transportation 
is a basic necessity of our very existence. It is 
obvious, therefore, that transportation will con- 
tinue to be provided either by the Government or 
by private capital. If by the former, railroad 
obligations will in effect receive an endorsement 
which will be equivalent to a guarantee; and if 
operated by private ownership, then adequate 
rates must be granted which will pay operating 
expenses, fixed charges and a fair return on the 
value of the property. 

Discussions of the railroad situation in Con- 
gress, together with a practical demonstration 
of Government operation, has developed a dispo- 
sition to deal in a spirit of fairness with the final 
adjustment of the railroad problem; and we are 
convinced that when the roads are returned to 
their owners they will be given such protection, 
and their position so clearly defined, as will re- 
establish their credit and enable them to finance 
themselves for all future requirements through 
the issuance of their own securities, as they have 
in the past. 

Should the Government take over the rail- 
roads permanently there would certainly be no 
question as to the safety of outstanding bonds of 
railroads that are not over-capitalized; and if 
private capital is to operate them as heretofore, 
then the legislation to be enacted must provide 
not only for payment of interest upon outstanding 
obligations, but a return on the stock up to the 
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valuation placed upon the property by the Inter- 
state Commerce Commission, which under the 
Cummins Bill is 54% per cent. There are many 
of the larger properties where the present value 
is more than the book value, and on this higher 
valuation the guaranteed return of 514 per cent 
would be predicated. 

The logical conclusion from this situation is 
that railroad bonds as a class are now selling far 
below their real value. Recent advances have 
indicated an appreciation of this fact. Railroad 
bonds probably represent in the aggregate more 
capital than invested in any business or industry 
in the world, and these bonds are owned by indi- 
viduals, savings banks, insurance companies and 
trustees who have purchased them in good faith, 
and in the case of savings banks, under restric- 
tions and qualifications prescribed by state laws. 

Therefore, if you believe the railroads should 
be given a square deal, and if you believe in the 
efficiency of private management, you can as 
members of one of the world’s leading profes- 
sions, use your wide influence to secure a just 
and prompt settlement of this problem by urging 
your representative in Congress to work for a 
settlement during the present session. 

The President has stated that the roads would 
be returned to their owners by January 1, 1920, 
but it is inconceivable that such action will be 
taken unless a comprehensive bill is passed as a 
basis for future rates and financing. 





FINANCIAL, 


Announcement is made that the Patchogue Manu- 
facturing Company of Patchogue, Long Island, and 
Plymouth Mills of Lawrence, Mass., are to be con- 
solidated under the name of Patchogue-Plymouth 
Mills Corporation, with a capital stock of $1,500,000 
8 per cent preferred stock and 30,000 shares common 
stock, without par value. 

The Patchogue company was established in 1894 
and manufactures curtains, nets, laces and conducts 
the largest bleachery for fine embroideries in the 
United States. 

The Plymouth Mills company was established in 
1905 and are manufacturers of wool and fibre rugs, 
mattings and floor coverings. 

Both companies are controlled by the Einstein 
Wolff interests, and all the preferred stock has been 
purchased by Merrill, Lynch & Co., bankers, New 
York. 





The Doctor-—“I had a great many more patients this 
time last year; wonder where they have all gone?” 
His wife—“We can only hope for the best dear.” 
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Society Proceedings 


CLARK COUNTY 

The Clark County Medical Society met at Dr. Hall’s 
office in Westfield, September 11, 1919, at 1:30 p. m. 
Seven members were present and one visitor. 

Dr. Joseph Hall read a paper on “Diabetes Mellitus, 
Etiology and Treatment.” The paper was discussed 
by all present. 

Dr. Hinkley reported a fatal case of diabetes fol- 
lowing a fracture. 

Dr. Anderson thinks he gets the best results from 
the gold and arsenic bromide treatment. 

Dr. Houser reported a case which always showed 
a high specific gravity with sugar at times, and thought 
she secured the best results from carefully regulated 
diet. 

Dr. Marlowe and Dr. Lee both emphasized diet in 
the treatment of this disease. 

Dr. Brunker gave his experience with diabetes while 
in service, disapproving of the opiate treatment. 

The paper was heartily received and thoroughly dis- 
cussed. 

L. H. Jounson, Secretary. 
The October Meeting 

The Clark County Medical Society met at Casey, 
Thursday, October 9, at 1:30 p. m. Ten members were 
present. 

Several clinical cases were reported. 

Dr. Lee reported a case of hemiplegia in a patient 
16 years old coming on immediately following the 
execution of high notes on a cornet, which he thought 
was the possible cause. 

Dr. Weir reported a case of hemiplegia or rather 
an apparent hemiplegia which soon cleared up 
entirely. 

Dr. Houser reported a case of neoplasm of the lung, 
which was unusual, but very interesting. 

Dr. Hall and Dr. Boyd reported cases of extreme 
nervousness following influenza. 

These cases were discussed as to care and treatment 
and several good points were picked up by all present. 

Dr. Lee read a paper on “Typhoid Fever,” carefully 
covering the subject in a masterly way. The paper 
was discussed by all members present. This disease 
was branded as a badge of disgrace on the community 
in which it occurs. 

The secretary was instructed to again take up the 
matter of E. M. Sparks with John W. Follmer of the 
State Board of Education and Registration. 

L. H. Jannson, Secretary. 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 


Regular Meeting, October 8, 1919 
1, Trichomonalis Vaginitis. 
ment: Joseph B. DeLee. 
General discussion. 
2. The Chemical Identification of the Active Con- 
stituent of the Thyroid with a Discussion of its 


Diagnosis and Treat- 
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Physiological Function. E. C. Kendall, Rochester, 
Minn. 
Discussion: Prof. A. J. Carlson. 
Regular Meeting, October 15, 1919 

1, Percutaneous Puncture of the Vas. An Excel- 
lent Treatment for Chronic Gonorrheal Seminal 
Vesiculitis, with the Demonstration of Instruments 
and Lantern Slides. Victor D. Lespinasse. 

« Discussion: Wm. Belfield, B. C. Corbus, Robert 
Herbst, L. E. Schmidt. 

2. Surgery of the Duodenum. A. J. Ochsner. 

Discussion: Chas. L. Mix. 

3. Mental Sanitation. George F. Butler. 

Discussion: Julius H. Grinker. F 

Regular Meeting, October 22, 1919 

1. A Plea for the Rectal Examination During 
Labor. David Monash. 

Discussion: Jos. B. DeLee. 

2. Diabetes Insipidus. A. A. Goldsmith and Don 
C. Sutton. 

Discussion: A. B. Yudelson. 

3. The Modern Treatment of Severely Infected 
Fractures. Illustrated with Lantern Slides. Dennis 
W. Crile. 

General discussion. 

Regular Meeting, October 29, 1919 

1. Focal Infections of the Genito-Urinary Tract. 
(Lantern slides). Charles M. McKenna. 

Discussion: Gustav Kolischer, Irvin S. Koll. 

2. Moving Picture Demonstration of the Wasser- 
mann Reaction. C. E. Roderick, Battle Creek, Mich. 

3. The Surgeon and the Consumptive. Ethan Allen 
Gray. 

Discussion: Max Biesenthal. 





CHICAGO NEUROLOGICAL SOCIETY. 


The regular monthly meeting of the Chicago 
Neurological Society was held jointly with the West 
Side Branch of the Chicago Medical Society at the 
Psychopathic Hospital on Thursday evening, Decem- 
ber 19, 1919. Clinical meeting. 

In the absence of the president, the vice-president, 
Dr. Herman Campbell Stevens, presided. 

PRESENTATION OF CASES. 
1. LESION OF BRACHIAL PLEXUS. PRE- 
SENTED BY DR. S. KRUMHOLZ. 

The patient was a man aged 21 years, Austrian, a 
laborer by occupation. Nothing in the previous his- 
tory had any relation to the present trouble; no alco- 
holism or lues. 

On July 1, 1918, he received an injury by falling 
to the ground from a scaffold at a height of fifty 
feet. He remained unconscious for five hours. On 
regaining his senses it was found that he suffered a 
number of contusions and his right arm was para- 
lyzed. This paralysis had persisted since the acci- 
dent, and he complained of constant pain over the 
thumb and index finger. 

On examination the patient presented a complete 
flaccid paralysis and wasting of the right arm, with 
the exception of slight motion in the fingers. He 
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could shrug the shoulders, this movement being per- 
formed chiefly by the supra-spinatus and the rhom- 
boideus. Both scapulae were on an even line; there 
was no displacement of the inferior angle of the 
scapula and no winged appearance of the back on the 
affected side, showing that the serratus magnus was 
not paralyzed. The triceps and biceps reflexes were 
absent. Sensory disturbance was present over the 
entire radial side of the arm, palm, thumb, and radial 
side of index finger. The cranial nerves were normal. 
There were no ocular changes; that is, no pseu- 
doptosis, no contraction of the pupil on the affected 
side, no narrowing of the palpebral fissure, no 
anophthalmos. 


2. LESION OF BRACHIAL PLEXUS. PRE- 
SENTED BY DR. S. KRUMHOLZ. 


The patient was a man aged 34 years, American, 
single, a laborer by occupation. His previous history 
was negative. 

On July 13, 1918, he fell from a racing car while 
standing on the running board. He regained con- 
sciousness after nine hours and found the left arm 
paralyzed and this paralysis had persisted since that 
time. Four weeks after the injury he complained of 
neuralgic pains in the arm. 

Examination: There was no motion in forearm and 
wrist; he tould move deltoid not quite to a right 
angle; shrugged shoulders quite well. The arm was 
atrophied; there was no sign of serratus magnus 
paralysis; the triceps, biceps and wrist reflexes were 
absent. Reflexes normal in other extremities. There 
was anesthesia of the arm, except for an area extend- 
ing over the inner border of the upper two-thirds. 
The cranial nerves were normal. Horner’s syndrome 
was absent. 

In considering the diagnosis in traumatic, as in 
other nerve lesions, the chief difficulty lies not in the 
detection of the lesion, but in the determination of its 
seat. For the purpose of localizing the lesion the 
speaker favored Frazier’s method of dividing the 
plexus into three portions. First, the intravertebral 
portion, which contained the separate anterior and 
posterior roots within the dura; second, the inter- 
vertebral portion, where the roots leave the spinal 
canai enclosed in a separate sheath of dura and the 
spinal ganglia lie in the intervertebral foramina; third, 
the extravertebral portion comprising that portion of 
the nerves from the intervertebral foramina to a 
point where they unite to form the various trunks. 

In extravertebral lesions, the symptoms depend on 
whether the nerves are injured distal or proximal to 
the point at which branches are given off to the ser- 
ratus magnus and rhomboideus, or still lower down 
to the supra-or infraspinatus muscles. 

In these cases none of these muscles were affected; 
there was no displacement of the inferior angle of the 
scapulae, and no so-called “winged” appearance of 
the back; likewise, the ocular symptoms shown by 
Fiorner’s syndrome were absent. Therefore it must 
be concluded that we were dealing with extravertebral 
lesions of the brachial plexus. 
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In the treatment of these cases surgical interfer- 
ence was indicated when there was no diminuation of 
the paralysis at the end of three or four months, and 
in the opinion of the speaker the operation ought to 
be performed immediately after the injury, followed 
by massage, etc. The operation should be an end-to- 
end anastomosis of the nerve, or an autofascial 
tubulization. 

In Case 2, about four weeks after the injury, the 
patient had intense, intermittent, darting, neuralgic 
pains, which, according to Frazier, can be relieved by 
section of the posterior roots. This case was operated 
on the 6th of December, at which time cicatricial tis- 
sue was removed. 


Dr. George W’. Hall brought out an interesting and 
. unusual finding in Case 1, showing that the affectea 
shoulder was higher than the unaffected, although the 
trapezius was not involved. 


DISCUSSION, 


Dr. Sronzy D. Wireus asked whether the anesthesia could 
be explained on the ground that the posterior roots were dam- 
aged, the motor disturbance being due to injury of the trunk. 

Dr. H. C. Srevens asked whether fibrillary contraction of 
the muscles was observed during the course of the atrophy. 

Dr. H. J. Smirn asked what the findings were at operation. 

Dr. S. Krumuorz (replying) stated that in Case 1 the sur- 
geon’s record showed that a lesion was found in the lower part 
of the brachial plexus, one-half to one inch above the upper 
part of the clavicle, the distal portion being connected with the 
preximal cord by fibrous tissue imbedded in the scalenus anticus 
muscle. The distal nerve was located readily, the proximal with 
difficulty. The cords were not severed but the connections were 
left, after removal of the scar tissue. 

In Case 2 the surgeon's record showed degeneration of the 
nerve trunk and scar tissue. This scar tissue was removed, 
which was all that could be done at the time. 

It was possible that the posterior roots in ase 2 were torn, 
with an intradural lesion of the fifth and sixth servical and 
also a lesion of the trunk. An exploration of the plexus and 
a laminectomy were advisable. Such an exploration might reveal 
reparable nerve bands, while the laminectomy would reveal such 
an injury, and the section of the posterior roots might stop 
the neuralgic pains. 

No fibrillary twitchings had been observed. 


PROBABLE CEREBELLAR TUMOR. PRE- 
SENTED BY DR. GEORGE W. HALL. 


The patient was a man aged 30 years, a laborer, 
Syrian, married, who denied venereal disease. He 
complained of dizziness, disturbed vision, marked 
weakness of the lower extremities and disturbance in 
speech, and claimed that these symptoms appeared in 


August, 1918. About five o’clock, when coming home 
from work he noticed impairment of vision which 
_ lasted for a few moments. Half an hour later there 
was a similar attack and vision had been impaired 
constantly since that time. Two weeks prior to this 
onset he had complained of severe headache. He did 
not remember the exact location but thought it most 
likely in the frontal region. The headache was ac- 
companied by dizziness, and this had been persistent 
since the impairment of vision. He could not walk 
on account of weakness and dizziness. He was so 
weak he could not hold a spoon. . 
Examination revealed a marked bilateral nystagmus, 
coarse and more marked toward the right. Vision 
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right eye, 6/200; left, 5/200. Discs slightly pale; no 
evidence of choked disc. There was also slight dis- 
turbance in speech; syllables were not sounded very 
well. The reflexes were very brisk in both upper and 
lower - extremities. No sensory disturbance, no 
Babinski, no ankle clonus. He could touch the nose 
with the finger fairly well with the left hand, there 
was no evidence of intention tremors but some evi- 
dence of ataxia in the right upper extremity. Ataxia 
of the lower extremities was more pronounced and 
right was worse than left. There was no disturbance 
of the muscle sense as contrasted with ataxia of spinal 
origin. There was no sensory disturbance, no dis- 
turbance of heat and cold sense. There was no blad- 
der disturbance. He complained of external objects 
going to the left; although his body did not appear 
to move toward left or right. 

These findings together with the reeling gait, the 
nystagmus, marked disturbance of vision, headaches 
and the onset made possible a diagnosis of a lesion in 
the cerebellum perhaps extending a little more to the 
right than to the left of the vermis. He had a tend- 
ency ,to fall backward rather than sideways so the 
lesion was probably in the vermis of the cerebellum 
rather than in the left lobe. In wrist movements 
there was better power over the left than over the 
right. The sudden onset was difficult to explain, but 
possibly a growth of a gliomatous nature could give 
this sudden onset on account of a hemorrhage around 
the growth. Such patients often have slight attacks 
of paralysis which clear up and subsequent autopsy 
shows evidence of hemorrhage. The chief point 
which spoke against its being a tumor of the cere- 
bellum was the absence of chocked disc, but this 
sometimes occurred. The Wassermann was negative 
both on the blood and spinal fluid. The fluid showed 
fifteen to twenty cells with a slight Ross-Jones reac- 
tion. The intraspinous pressure was normal. No 
Abderhalden test had been made. Gordon refiex and 
Oppenheim were absent. 


DISCUSSION, 


Dr. Perer Bassoz asked if it was possible that the poor 
vision and pale discs might be due to secondary atrophy, and 
whether the outlines were perfectly clear? It might mean that 
he had had an optic neuritis, not very severe, and that sug- 
gested that there might have been a time when pressure was 
much higher than now. They might be dealing with a tumor 
of the fourth ventricle rather than of the cerebellum proper. 
Many such tumors gave cerebellar tumor symptoms. It was 
characteristic of these growths that they might cause sudden 
pressure symptoms; a sudden hydrocephalus might account for 
the sudden onset. Such a tumor might exist for a long time 
without symptoms. Another thing in favor of this diagnosis 
was the increased cells and globulin, which was very common 
in ventricular tumors and more frequent than in pure cere 
bellar tumors. If it was a ventricle tumor one might expect 
increase of headache and dizziness in changing the position of 
the head. This was sometimes true of cerebellar tumors but 
was more constant with ventricular growths. 

Dre. Hatt replied that the Barany test showed nystagmus 
lasting about 22 seconds on each side. The chief things which 
attracted him were the unilateral character of the symptoms, 
more marked upon the right than upon the left. Another thing 
which was quite characteristic of cerebellar lesions was the 
ataxia which was so much more marked in the lower than in 
the upper extremities. 
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2. TRANSVERSE MYELITIS SHOWING 
BEEVOR’S SIGN. PRESENTED BY DR. 
GEO. W. HALL. 


This patient was a man who had a syphilitis trans- 
verse myelitis in the 12th dorsal region showing a 
beautiful Beevor sign. 

(Demonstrated marked movement of the umbilicus 
upward by having patient raise his head from the 
pillow.) 

3. PROGRESSIVE MUSCULAR ATROPHY. 
PRESENTED BY DR. GEO. W. HALL. 


The patient was a man, a teamster by occupation. 
Marked fibrillary twitchings were present in the 
muscles of the back and upper extremities. No 
sensory disturbances, no lues. The onset was gradual, 
beginning in the right arm and then extending into 
the left arm. There was marked weakness as well as 
atrophy of the muscles of the shoulder group and 
atrophy of the muscles of both hands, a little more 
marked in the right. There was no Babinski, no 
stiffness or spasticity of any kind, in the lower ex- 
tremities. 

With the gradual onset in one arm gradually ex- 
tending to the other a diagnosis of progressive cen- 
tral muscular atrophy had been made. 

4. AMYOTROPHIC LATERAL SCLEROSIS 
PRESENTED BY DR. GEO. W. HALL. 


This patient was a man with marked spasticity, 
walking on toes. No history of lues. There was 


marked atrophy of the muscles and fibrillary twitch- 


ings in the upper extremities. The upper extremities 
were much the same as in Case 3, but the marked 
spasticity in the lower extremities showed involve- 
ment of the lateral column of the cord in addition to 
the anterior cells. The symptoms had existed for a 
year and a half and the two cases could be classified 
as the same disease. Amyotrophic lateral sclerosis 
and progressive muscular atrophy were different types 
of the same disease and if one of the cases was pos- 
sibly a multiple sclerosis it was certainly of the 
amyotrophic type. The Babinski sign was very pro- 
nounced but the spasticity was so great it was difficult 
to demonstrate it. Oppenheim’s sign was not present 
and there were no sensory disturbances. 


5. SYRINGOMYELIA. PRESENTED BY DR. 
GEO. W. HALL. 


The patient was a man who presented atrophy of 
the tongue which was seen much better when the 
tongue was held back in the mouth. Fibrillary twitch- 
ings were present and marked on the right side only. 
The patient also showed evidences of sensory dis- 
turbance, the pain sense being much less marked on 
the left than on the right side. The disturbance ex- 
tended upward to some extent and involved the 
region of the fifth nerve on the opposite side from the 
atrophy. The same area showed complete loss of 
temperatures sense. As there was the disturbance in 
sensation in addition to the findings in the other cases 
so a diagnosis of syringomyelia had been made. No 
trophic disturbances were present as yet. 

These three cases were presented to show the forms 
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of atrophy that might occur and the differences be- 
tween them. In Case 4 there was a pyramidal tract 
involvement, while in Case 5 the involvement was 
more centrally located, involving the pain and tem- 
perature fibers as they crossed over to the opposite 
side. There was a thickening of the vocal cords 
which accounted for the change in voice; there was 
no paralysis, the cords moving normally. 

Such cases were not very amenable to treatment. If 
it was decided that the lesions were of toxic origin, 
as often happened in organic changes in the spinal 
cord, efforts would be made to remove the infection 
and prevent additional trouble. The destruction that 
had already occurred, of course, could not be over- 
come. 

DISCUSSION, 

Dr. Perer Bassoe asked regarding X-ray treatment, stating 
that in syringamyelis they were dealing with an overgrowth of 
glia and gliomatous growth with caries formation, and it was 
known that the X-ray had an effect in inhibiting the growth 
of many kinds of tissues, such as upon lymph glands and in 
proliferative changes in the skin, and it seemed reasonable to 
suppose that if the X-ray could be brought into use it might 
have an effect in checking the symptoms. No destroyed fibers 
could be restored but it might diminish the growth of the glia. 
This treatment had been used especially in France for about 
ten years and there had been quite favorable reports. The 
speaker had used it in a few cases of syringomyelia and in 
other cases of tumors affecting the spinal cord and believed it 
exerted some influence. He thought it was worth trying, par- 
ticularly because of the futility of the other known methods of 
treatment. 

Dr. Hatt stated that syphilis could produce symptoms ex- 
actly like these but this disease was not present in these cases. 
He felt that multiple sclerosis as well as changes of this char- 
acter in the central nervous system could be produced by some 
focal infection. He felt sure that clinically he had seen cases 
that could be traced back to the teeth, tonsils, or sinuses as 
the origin of changes in the spinal cord. Some cases of mus- 
cular atrophy where there was no positive history of syphilis 
nevertheless proved to be due to that disease. The 
Wassermann could not always be depended upon in cases oi 
tumor of the cord or brain. A positive Wassermann reaction 
was sometimes obtained on the blood where no syphilis was 
present while on the other hand, cases of tabes sometimes gave 
negative Wassermann findings. 

Dr. A. W. Rocers asked what the prognosis was in the case 
of transverese myelitis. 

Dr. Hatt replied that he did not consider it good. He had 
been under very thorough treatment for several weeks without 
any improvement. 

Dr. Peter Bassoe stated that the man had received treat- 
ment for syphilis before there was any nerve involvement at 
all. The total paralysis developed within ten to fifteen minutes 
while the patient was in the Presbyterian Hospital being treated 
for a burn. 

Dr. H. C. Stevens suggested that the cause of the atrophy 
of the tongue was the incessant action of the fibrillary contrac- 
tion of the muscle fibers. The contractions continue through- 
out the whole period of atrophy and disappear with the re- 
generation of the nerve. The contractions occur not only in 
central lesions but in peripheral nerve lesions as well. There 
was not much justification for the theory of a trophic influence 
of the nerve on the muscle. In attempting to find a treatment 
for muscular atrophy it had occurred to him, following some 
experimental work, to attempt the injection of calcium, barium 
and magnesium, salts. This was done on guinea pigs after 
section of the sciatic nerve. Certain of the operated animals 
were treated with subcutaneous injections of salts known to 
have a sedative effect upon muscular activity. Other operated 
animals were used as controls, The weights of the gastroc- 
nemius muscles in the treated and non-treated animals were 
compared to determine whether the salts injected retarded the 
rate of muscular atrophy. 


were 
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CHICAGO OPHTHALMOLOGICAL SOCIETY 


The regular monthly meeting of the Chicago Oph- 
thalmological Society was held on Monday evening, 
February 17, 1919, with the president, Dr. William L. 
Noble, in the chair. 


FUNDUS PATHOLOGY WITH THE RED-FREE 
LIGHT OF VOGT 


Part 1. A New Symptom of Retinal Atrophy. 

Part 2. Macular and Foveal Changes. 

Dr. Robert Von Der Heydt read a paper on this 
subject, in which he stated that in the normal fundus 
the red-free light gave the first absolute demonstration 
of the yellow coloring at the macula in the living 
eye. Owing to an increased contrast new details 
could be seen, especially of the fovea and macula. 
We could measure with it by comparison the yellow 
discoloration of the lens in old age. The increased 
visibility of the retinal fibers with the red-free light 
was of great importance. 

With it pathologic changes in the retina could be 
studied and localized. In the various types of atrophy 
of the nerve there was a general or localized zone 
where the normal retinal striation was found to be 
absent. In its place was found a white moth-like 
mottling of the surface. In retrobulbar neuritis this 
change was found in the maculo-papillary bundle. 
This disappearance of the retinal striations must be 
added to the symptomatology of optic atrophy and 
was the only known visible sign of retinal atrophy. 

The macular zone was practically absent in Albinos. 
Vogt and Affolter failed to find the yellow coloration 
at the macula in living Albinos. Its absence was in 
direct or indirect relation to the lack of pigment in 
general. 

In normal eyes this yellow coloration of the macula 
was very. beautiful in appearance; also the foveal 
reflex of Dimmer, which showed as a very luminous, 
glistening spot. 

Vogt described certain honeycomb-like changes of 
the macula in the red-free light. This vacuoli for- 
mation was found in retinitis pigmentesa, embolism, 
as well as in bulbar trauma, and was presumed to pro- 
duce in time the condition called “hole in the macula.” 
In one case hyphemae were found in these systic 
spaces, which shifted on change of position of the 
patient. 

Many new reflexes of the retinal surface were 
found with the red-free light; opacities of the media 
were increased in visibility. 

It was not expected that this method would super- 
sede the ordinary light for ophthalmoscopy. Certain 
conditions were seen in better contrast with the old 
light. There was no doubt, however, that with the 
red-free light there was added a most valuable and 
helpful method of diagnosis. 


DISCUSSION 


Dr., Michael Goldanburg said he became so interested in 
ths lamp when Dr.. Von der Heydt first called attention to 
it that he asked him to loan it to him and spent an entire 


afternoon looking at cases of various kinds. The lamp at 
present was not perfect, but he felt that Dr. Von der 


November, 1919 


Heydt should be given a great deal of credit for his work 
so far. The light offered wonderful avenues of approach 
which had never been available before. He had examined 
a number of cases and in one that he thought was an 
embolism of the central retinal artery with hemorrhages, 
the free blood looked black. The vascularization upon the 
disc of very fine vessels, which was not seen with the 
ordinary illumination, was visible as little black lines run- 
ning across a white field. We were not sure about the 
nerve fibers but thought we could see them in one case; it 
required a good deal of practice to judge these things, and 
the three who had seen the case did not think they had 
sufficient experience to decide. In one case with an appar- 
ently normal fundus he had never been able to see the 
so-called choroidal opacities before but saw numbers of 
them when using this light. 

Probably the most fascinating part of the red-free light 
was the ability to see the macula, as bright canary yellow, 
just like a bright brilliant spot in the blue field. They 
examined one case that was going through a low-grade 
form of neuro-retinitis. The patient had had _ several 
attacks. He did not feel that he could see the yellow in 
the macula in that case and neither did Dr. Crossley, but 
they could see it in the others, of what significance, this 
he did not know. 

In the patient he had presented to the Society, where 
there were little fine fibers out to the nasal side, one could 
see the white lines very thin but visible, and the hemor- 
rhages were apparent, standing out as black spots. He 
could trace the fibers from the disc out for a way, but not 
to the macula, but this was probably because he was not 
familiar with the use of the instrument. 

Unquestionably the red-free light would be of unlimited 
value in the early diagnosis of retinal and optic nerve 
conditions 

In the case of a colored woman examined, he thought 
his glass had black spots, for in looking at the fundus the 
ordinary tesselated picture appeared, as definite black and 
white strips—a very marked contrast. He had never seen 
a similar picture. 

Dr. E. R. Crossley stated that He had had the pleasure 
of examining the cases with Dr. Goldenburg and the macula 
stood out very well. In one comparatively normal case one 
could see the nerve fibers coming out but could not trace 
them around the macula as was described. On more ex- 
perience with the light one might be able to do so. The 
blood vessels stood out plain and black and it gave a very 
good view of the macula. 

Dr. Von der Heydt, in closing, said that Vogt and 
Affolter had been using the light since 1913 and had a 
vast amount of literature on the subject. Last fall he had 
the filters made and showed them to the Society. 

With ordinary light it was comparatively simple to use 
the ophthalmoscope. One could pick up the light any- 
where. With the red-free light, however, one had to seek 
the center of the cone of light. If one got into the peri- 
phery one ran into chromatic aberration. 

His instrument was so tilted that it threw the cone of 
light in an upward incline. This enabled him to seat the 
patient at varying distances, according to his height. He 
guided himself by the bluish disc, thrown on the window 
shade, watched the image of the patient’s head in it and 
led his ophthalmoscopic mirror into the center of the 
cone of light. 

The colored person, rich in pigment, was comparatively 
a poor subject for the red-free light. 

In the embolism case, seen with Dr. Goldenburg, he could 
not expect to see much more with the red-free light than 
with ordinary light, because the case was a very recent one. 

There was still present an edema of the retina and it 
was too early to expect to see the atrophic zones which 
would later be visible in the fiber layer of the retina. 





ORBITAL ABSCESSES 


Dr. Robert H. Good read a paper on this subject 
in which he considered orbital abscesses caused by 
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infections of the adjacent anatomical structures to 
the orbit, with special reference to the early manifesta- 
tions of infracranial complications, so that by early 
operative procedure many cases might be arrested 
fom meningitis and brain abscess. 


These abscesses were found either subperiosteal, 
between periosteum and orbital bony wall, or between 
the extrinsic muscles with their membranous con- 
nections, and the periosteum; or between the extrinsic 
muscles and the optic nerve in the orbital fat. 

Etiology—1. Subperiosteal abscesses in the orbit 
were by far the most frequent and were caused by 
acute and chronic inflammations of the ethmoids, 
frontal sinus, maxillary sinus and splenoid sinus. A 
good stereo x-ray would show whether the orbital 
wall was necrosed or not. Fractures of the orbit 
might cause a subperiosteal hemorrhage, which, if it 
became infected, formed an abscess. Extradural 
abscesses might find their way from the anterior fossa 
of the skull through the optic foramen external to 
the orbital periosteum. However, it was more fre- 
quent to have the pus go in the other direction, caus- 
ing an extradural abscess from the orbital abscess. 
Tumors in the ndse, such as polypi, fibroma and sar- 
coma, were often the cause of this form of orbital 
abscess. Tuberculosis and syphilis of the orbital bony 
wall were common. 


2. Abscess between the periosteum and the extrin- 
sic muscles of the eye, with their membranous con- 
nective sheath, were caused by an extraperiosteal 
abscess breaking through the periosteum into this 
space. Trauma, such as blows, causing hemorrhages 
in the subcutaneous areolar tissue, would form an 
abscess in this space if the blood clot became infected. 
Penetrating wounds and foreign bodies along the 
margin of the orbit, external to the extrinsic muscles 
of the eye and internal to the periosteum, would cause 
the abscess to form in this space. In dacryocystitis 
the sac might rupture into this region. Infection from 
subconjunctival injections of the eye would form an 
abscess in this space. Abscess of the lachrymal might 
rupture into this space. 

3. Abscess internal to the extrinsic muscles were in 
the orbital fat around the optic nerve. As the mem- 
branous connective tissue sheath between the ex- 
trinsic muscles was very thin, it did not form a great 
barrier to the abscess external to the extrinsic 
muscles from breaking into this region. Ulcers of the 
cornea, panophthalmitis and penetrating wounds of 
the sclera had caused abscesses in this area of orbital 
fat. Penetrating wounds and foreign bodies posterior 
tc the bulb and through the extrinsic muscles, or 
surgical procedures which entered this space, fol- 
lowed by infection, were sometimes etiological! factors. 
The sphencidal sinus was more frequently respon- 
sible for an abscess in the orbital fat than of the 
other sinuses. The serious complications were extra- 
dural abscess, optic neuritis, optic atrophy, menin- 
gitis, brain abscess and thrombosis of the cavernous 
sinus, 


The extradural space was continuous with the sub- 
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periosteal space of the orbit and communicated with 
each other through the optic foramen, so that a sub- 
periosteal orbital abscess might drain into the extra- 
dural space and form an extradural abscess. The 
optic nerve had the same coverings as the brain, 
namely, from without in, the inner layer of the dura, 
arachnoid and the pia. The subdural lymph space in 
the skull extended all along the optic nerve to the 
eyeball and the subarachnoid space, which contained 
the cerebrospinal fluid, and communicated with the 
subarachnoid space of the optic nerve. 

The dura of the optic nerve was only the inner layer 
of the dura, and was thin compared with the dura of 
the skull, and it was very vascular with many blood 
vessels entering it, so that toxins would penetrate it 
much more readily than the dura of the skull. The 
dura of the optic nerve differed from the skull dura 
in that it did not have the properties of forming bone, 
and, therefore, was much less dense in structure. 

When toxins entered the subdural space of the 
nerve, they might cause cerebral symptoms, and if 
they entered the subarachnoid space of the nerve 
they resulted in cerebrospinal meningitis because this 
space was in direct communication with the cere- 
brospinal fluid. An abscess pressing on the nerve 
with accompanying edema, as well as absorption of 
toxins, resulted in optic neuritis and atrophy. An 
abscess around the optic nerve in the orbital fat 
pushed the eye straight forward and generally ended 
in blindness or in meningitis. Involvement of the 
central vein of the retina or the ophthalmic vein re- 
sulted in thrombosis which might extend to the 
cavernous sinus and produce the same symptoms as 
lateral sinus thrombosis. 


The most frequent location of the abscess was at 
the inner anterior aspect of the orbit in the region 
of the lamina papyracea of the ethmoid cells which 
cause the eye to be pushed outward and somewhat 
downward. 


The next frequent location was in the upper and 
inner angle of the orbit where the frontal sinus wall 
was the thinnest and pushed the eye downward and 
outward. Either of these, if untreated, might break 
and leave a fistula above the inner canthus of the 
eye. When due to maxillary sinus infection, the 
abscess was in the floor of the orbit and pushed the 
eye up and outward. Orbital abscess from posterior 
ethmoids and sphenoidal sinus were rare, but when 
they did occur the eye was pushed forward and the 
pain was severe even in chronic cases. 

The symptoms varied greatly, depending upon 
whether it was acute or chronic, the part and extent 
of the orbit involved, as well as the nature of the in- 
fection. In chronic cases the symptoms were usually 
mild, a slight pain with tenderness on pressure. There 
was slight swelling of the lids and conjunctiva. On 
palpation a firm mass could be felt. The febrile symp- 
toms were usually negative. In acute cases we had a 
different picture, especially if the abscess were be- 
tween the periosteum and the extrinsic muscles or in 
the adipose tissue. There was marked exophthalmos 
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and great swelling of the lids and conjustivs with 
inability to close the eye. The pain was severe in the 
orbit, radiating to the temple. The temperature was 
usually high, from 100 to 103 with a corresponding 
rapid pulse. The eye ball was almost immovable and 
the power of accommodation was lost, 

When the abscess burrowed along the periosteum 
or along the dura of the optic nerve, it entered the 
extradural space of the skull by way of the optic 
foramen and produced an extra dural abscess which 
cause an absolute change in symptoms and could easily 
be diagnosed. The tenderness in the eye might be 
the same or lessened, but when the skull was firmly 
compressed over the painful areas, the pain was much 
more marked. The temperature dropped to 96 or 97, 
no matter if the temperature had been 104. The tem- 
perature lingered around subnormal to 99. The pulse 
dropped at times as low as 50. In addition, the patient 
complained of dizziness, especially on stooping. The 
projectile or cerebral vomiting was always present 
and the mental symptoms varied from indifference 
and slow cerebration to coma. The blood-pressure 
was increased. 

In these cases, in addition to opening the abscess 
one must expose the dura by removing the posterior 
wall of the frontal sinus and the patient would make 
an uneventful rapid recovery. 

When the toxins entered into the subdural space, 
the symptoms were those of mild cerebral irritation, 
whereas, if they entered into the subarachnoid space 
of the optic nerve, it caused a cerebro spinal menin- 
gitis; both of which should be treated with Flexners 
or Lederly’s anti-meningitis serum intra spinally. 

As to treatment, an incision was made through the 
skin over the most prominent portion of the abscess, 
not necessarily into the abscess, then a small curved 
blunt artery forceps was inserted into the abscess and 
withdrawn by opening the forceps. Care should be 
taken to direct the forceps towards the orbital wall, 
instead of the optic nerve region, so as not to pene- 
trate the extrinsic muscles or their membranous 
sheath, as most abscesses were external to these. 
When the abscess was very large and surrounded the 
bulb, it was wise to drain it in more than one place. 

The great majority of orbital abscesses were due to 
sinus infections, and in these cases the sinuses should 
be thoroughly drained in addition to the above. 
Where the abscess was outside of the orbital perios- 
teum and the sinus wall was broken down, an in- 
tranasal operation on any of the sinuses was suf- 
ficient to relieve the orbital abscess. Ten years ago 
the speaker was of the opinion that the frontal sinus 
or ethmoids had to be opened from the outside, but 
his rather extensive experience in intranasal sinus 
surgery had proved to him that these cases recovered 
faster with less tendency to recurrence with the intra- 
nasal than with the external operations. 


DISCUSSION 


Dr. Oliver Tydings complimented Dr. Good on the work 
aad illustrations he had presented. He said he had a case 
under his care at present who was operated upon by a 
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man who was an expert, but the patient was blind in one 
eye. The history was unique. The patient had some 
intense pain which the speaker attributed to an eye trouble, 
an infective condition. She never had. any pus but had 
sinus pain and the sinus was opened on the left side and 
following that was a mastoiditis, blindness due to orbital 
pressure. That was operated upon and from what the 
patient said there must have been a meningitis which 
lasted for some days, during which time she claimed to 
have been unconscious. The patient finally recovered from 
that but still had a suppurating condition. He did a 
radical mastoid but had not yet finished the nasal work. 
The operations described by Dr. Good were apparently safe 
in his hands but, unfortunately, were not always safe in 
the hands of some others. 

In the treatment of these cases he had followed prac- 
tically the line laid down by Dr. Good, except in infants. 
An orbital abscess due to a sinus condition he thought 
would not be very safe. He had treated most of these 
cases and he felt that the fact that he knew so much 
about nose work might account somewhat for the success 
he had in treating them. He would make beth an external 
and internal incision, starting down through the projecting 
portion and making an incision through the orbital plate 
of the ethmoid and down through the nose, a single incision, 
usually breaking the abscess down with the knife, being 
careful not to cut any muscular tissues. He had operated 
quite a large number of cases in that way in children per- 
haps less than two years old, with very good results. He 
felt that free drainage was worth a grat deal in these 
cases. 

Dr. M. H. Lebensohn thought that an orbital abscess 
was just like one any place else. It made no difference 
originally where the infection came from as to what sort 
of an infection it was. About four years ago a man of 
seventy developed a large orbital abscess following probing 
of a stenosis of the lachrymal duct. Within twenty-four 
hours after the probing he developed an orbital abscess and 
they found a pure streptococcus culture. It was opened 
several times, no pus was found, but it finally got to the 
eye. The same night he had another case and that was 
a staphylococcus infection. It was opened and drained and 
within a week or ten days the patient got well. In a 
patient who had recently been discharged, a boy of eighteen, 
he could not make a diagnosis as to the etiology. It 
looked like an ethmoid infection with an almost pure 
pneumococci culture. He drained the abscess and when it 
was opened he got between three and four drams of pus. 
He kept on ethyl hydrochlorate with little strips of gauze 
and it cleared up remarkably well. He thought it was not 
so much the opening, but advised opening them as soon 
as possible. He thought the prognosis would depend upon 
what the infection was. The staphylococci infections have 
a good prognosis, the pneumococci and stretpococci bad. 

Dr. R. H. Good, in closing, agreed with Dr. Tydings that 
establishing a perfect drainage was the best treatment. 

In cases of suspected ethmoid infection, instead of spend- 
ing so much time in finding out the nature of the infection 
bacteriologically, it was a better plan to take a stereo- 
roentgenorgram and find out the nature of the condition 
at once. 


Dr. Michael Goldenburg exhibited a case of em- 
bolism of the central retinal artery as a complication 
of influenza during the fall epidemic of 1918. 

Mrs. E., age 22, married, one child. Had always 
been in good health. 

On November 20th, 1918, Curing the virulent epi- 
demic of influenza, she developed this disease, passing 
through the usual stageg, a very sick individual. On 
about the eighth day, when her temperature was at its 
highest point, she suddenly felt something had hap- 
pened to her right eye; then noted that she was blind 
in that eye; further states that the eye felt stiff and 





aoe - ee A A Am Oe 


November, 1919 


was wild looking and later eye deviated outward. 
I should judge from her description that the pupil 
was widely dilated. 

On February 12, 1919, she presented herself to our 
clinic at “The Illinois Charitable Eye and Ear In- 
firmary.” 

Examination : 
chamber negative. 

Pupils equal and react to light. 

Vision, Right: Fingers at two feet and then only 
in the upper temporal field. 

Left: 20/20-3. 

Fundus, Right: Disc-primary optic atrophy, cloudy 
grayish pink area about two disc diameters noted 
from disc temporalward beyond macular region. All 
arteries markedly diminished in caliber, except upper 
temporal branch which is about half normal in 
diameter. Branches running nasalward very thin and 
end in white lines. Many small hemorrhages in region 
of macula and on nasal side, both superficial and deep. 
Directly over bifurcation of artery a small grayish 
dot is noted that I was inclined to think was in the 
vessel, but could not be positive, other observers 
would make no definite statement upon that fact. 

Left: Fundus and media negative. 

General physical examination, made by a competent 
internist disclosed the following: Heart negative. 
Aortic second sound slightly accentuated, which 
speaks against a valvular lesion. 

Lungs not quite healed. In right upper part of 
lung still some consolidation that could be tubercular, 
but most likely unresolved area. 

Blood pressure—120. 

Urine—Negative. 


Lids, conjuctiva, cornea and anterior 





CHICAGO LARYNGOLOGICAL AND OTOLOG- 
ICAL SOCIETY 


The regular monthly meeting of the Chicago Laryn- 
gological and Otological Society was held in the room 
of the Chicago Political Equality League, Tuesday 
evening, February 18, 1919. 

The president, Dr. Elmer L. Kenyon, in the chair. 

Dr. Walter B. Swift, of Boston, addressed the 
Society on “Problems Involving the Nasality of the 
Human Voice.” 

Dr. Swift appreciated the fact that he had been 
requested to address the Society and thought this 
pointed to the fact that men were becoming inter- 
ested in some of the more complex things that were 
inside the specialty. Speech defects had been left to 
the end of our study because the subject was con- 
sidered absolutely too complex and hard to analyze, 
but in the last few years that attitude had largely 
changed and medical men were having their eyes 
opened to the simplicity of the things that looked so 
complex before. He considered speech a function 
of this specialty and thought that by understanding 
and trying to build up the capacities of the function 
they would not only become finer and more thorough 
throat and ear men, but that it would be of value 
financially and in research. The subject of speech de- 
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fects was much like the nervous system in medicine. 
The nervous system was left unstudied and unknown 
for many years, but twenty or twenty-five years ago 
people went into it, and things that formerly could not 
be recognized were now easy to understand, so much 
so that there was now a recognized system of diag- 
nosis of nervous disorders. This complex field was 
opened out, and its parts separated and divided so 
that the parts could be seen and analyzed and one 
could make scientific judgment upon it. 

The same thing had occurred in speech until now 
it was fairly easy to diagnose defects and build up 
functions. He hoped that the members of the Society 
would become interested in the relationship of this 
work to public school work. He was devoting his en- 
tire time to speech disorders, for it seemed to him 
he saw a large field unplowed. There was no field in 
medicine that was so interesting as this field of 
speech. There was a National Organization composed 
of about two hundred and fifty members that had 
been in existence for about four years and up to date 
four hundred and thirty papers had been read in that 
organization. 

In Chicago public schools, they are endeavoring to 
build up a plan similar to the one in operation in 
Cleveland, where they had a large and successful 
speech department in the pablic schools. There they 
had three thousand cases with fifteen teachers who 
were trained to do the work. Here in Chicago the 
cases were not taken care of until they were in the 
higher grades, and that was largely without diagnosis. 
In Cleveland they had diagnosis and also a movement 
for prevention, which was a new idea in speech cor- 
rection. They began by training speech cases in the 
kindergarten and expect in that way to prevent from 
one-third to three-fourths of the cases of speech dis- 
order higher up. This was very interesting and 
valuable and they hoped to be able to amplify and 
perhaps improve on it in Chicago. There ought to be 
« good deal of expert diagnosis in these cases because 
speech correction could not be established without 
portraying the causes behind it. The diagnosis of 
paralysis, of Mongolian idiocy and all other diseases 
was of great value and no program of speech correc- 
tion in the public school was reliable or what it should 
he without the diagnosis in the background. They 
wanted to have Chicago an example to the world and 
with such an able representative as Doctor Kenyon 
ir. the field this could be accomplished here. There 
were enough men interested to accomplish these things 
if they worked in collaboration. 

Dr. Swift described in some detail the various 
different forms of speech defects. He believed that 
speech correction was now being taken up in a more 
scientific way than ever before. At the present time 
Cleveland stood as a model for speech correction for 
America, but they hoped to have even a better depart- 
ment in Chicago. At present no city had the move- 
ment for speech defect prevention that they had in 
Cleveland, no other city had speech correction taught 
ir. two normal schools as they had there, and no other 
city had speech correction inserted into the regular 
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school grades as there. It was not merely a mouth 
treatment; but when done in the modern way was 
largely mental up-building. It built up the visual per- 
ceptions and a more acute ear than was ever the case 
before, especially in the teachers who studied the 
subject. In the Cleveland schools they had “part 
time” teachers who did this work part of the time in 
the afternoons, but he considered this better than 
having special teachers for speech correction. After 
careful analysis they had come to the conclusion that 
this was the most efficient way to attack this prob- 
lem. 

There were four fields or faults to be dealt with 
in the nasality of the human voice—“Obstruction 
Nasality,” “Destruction Nasality,” “Misdirection Na- 
sality,” and “Misplacement Nasality,” and all must be 
treated in different ways. 

Dr. Calvin S. Case presented a paper entitled “The 
Efficiency of the Modern Velum Obturator.” 

The essayist stated that anything which was capable 
of restoring the possibilities of perfect speech to 
cleft palate patients must be capable of imitating the 
action and function of the normal voice. 

The first and most indispensable part of the invol- 
untary function of the normal velum was the act of 
completely closing the oro-nasal passage in order that 
the air blasts of speech might be wholly directed and 
forcibly thrown into and through the oral cavity to be 
formed into the articulate sounds of speech. 

The second important part of its function was its 
light, sensitive rapidity of movement. 

The third important part of its function pertained 
to normal voice tone quality and resonance. 

In the complete closure of the oro-nasal passage, 
the natural velum performed two important functions: 
First, it enabled forcibly pressing the air which was 
the medium of speech, into and through the oral cav- 
ity for the distinct articulation of all the breath sounds 
of the consonant oral elements, which would not be 
possible to that perfect extent if any portion of the 
air were allowed to escape into the nose. Second, 
this closure was quite as necessary for the requisite 
resonating quality of the vowel elements as it is in 
the performance of its office for the consonants, but 
for the distinct articulation of the vowels it was not 
so necessary that it be completely closed. For this 
reason nearly all patients with open clefts would 
quite distinctly articulate all the oral elements of the 
vowels, but always with a decided nasal tone and with 
no true resonating quality. The only times when it 
was admissable in perfect speech for the oro-nasal 
passage to be open was in the utterance of the nasal 
oral elements, m, n. and ng, which were similar to 
vocalized humming tones that were sounded before, 
after and between the true vowel and consonant oral 
elements which demand a complete closure of the oro- 
nasal passage. 

Relative to treatment—if a surgical operation could 
be performed that would restore the requisite normal 
mobility of velum with its full functioning power to 
completely close the oro-nasal passage, perfect acquire- 
ment of speech was then possible. If a complete 
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surgical closure of the cleft was accomplished during 
infancy in such a manner as to leave a minimum 
amount of cicatricial tissue in the velum, there was 
a chance that the soft palatal tissues would grow and 
develop in proportion to the normal development of 
the maxilla and adjoining bones, at least up to the 
time of beginning its speaking function. With pa- 
tients who have had no operation the bifurcated 
palatal tissues were usually found quite lacking in 
normal growth development, somewhat in proportion 
to age. Operations at any time after five years of age 
were not very successful and while the skillful surgical 
method would often be found to greatly improve or 
fully correct the articulation, rendering the patient’s 
speech readily understood even by strangers, the pre- 
dominating character of his speech would always be 
of a nasal cleft palate quality. 

These same imperfect results must also obtain with 
al! artificial palates and obturators which were in- 
capable of imitating the functions of the velum palati. 
The modern velum obturator which had developed 
within the past fifteen years was instrument which 
came very close to all the scientific requirements of 
perfect speech, and one which could be depended upon 
to enable all patients under twenty-five years of age, 
with typical clefts to speak with not only perfect 
articulation, but with normal voice tone quality and 
resonance, providing the operation was followed by 
the proper kind of training in phonology and 
orthoepy. 

The principal reason for its successful activity in 
the requirements of speech was the fact that it was 
almost as light as a feather, and that it was not 
attached to any dial or dental fixture, and therefore 
was able to freely and quickly respond to the slightest 
movement of the palatal muscles. It rests evenly and 
freely upon the floor of the nares and along the upper 
surface of the palatal tissues, completely closing the 
cleft. Its velum-like pharyngeal portion was as thin 
as a wafer, except at the borders which receive the 
firm pressure of the pharyngeal muscles in the active 
state, in completely closing the passage to the nose; 
while in the relaxed state of the muscles there was 
sufficient space for healthy nasal breathing, etc. 

While it necessarily extends far back in the throat, 
being unattached it moves freely with the muscles, is 
worn with perfect unconsciousness of its presence 
during all waking and sleeping hours and there is no 
possibility of its falling into the throat, although it 
is easily removed for cleansing purposes. The obtura- 
tor must be seen in action to be fully appreciated. 


DISCUSSION 

Dr. Elmer L. Kenyon vouched for the remarkable efficiency 
from a voice standpoint of Dr. Case’s obturator. It not 
only effectively fills in the cleft, but it in no way inter- 
feres with the movements of the palate. Nearly all patients 
operated for cleft palate after the development of speech 
had begun require speech training. This is because of the 
wrongness of education under the impaired physiologic con- 
ditions of the voice apparatus of the sensory and motor 
word centers. He reported a case in illustration of the 
importance of discrimination in operating for adenoids and 
tonsils on a person having an open nasal voice. Such a 
patient is apt to have a short palate and this operation is 
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capable under such conditions of doing much harm. When- 
ever a permanent opening is present in the soft palate, thus 
producing a nasal voice, operative work on the nose or 
naso-pharynx for the purpose of enlarging the breathing 
space should be undertaken with marked conservatism; 
otherwise, the nasality of the voice is likely to be increased. 


Dr. Robert Sonnenschein said the fact that the study and 
appreciation of voice defects tequired a highly trained man 
in every sense was demonstrated to him during the course he 
had the privilege of taking in Berlin, in 1910, under Professor 
Gutzmann. In this field were combined the qualities of 
the neurologist, the physiologist and the laryngologist. He 
wanted to learn in a general way what he could in order 
to, appreciate the difficulties they have to contend with. 
He thought we were fortunate in having in this city a man 
like Dr. Kenyon and in the east a man like Dr. Swift 
who had undertaken the treatment of these diseases. It 
had seemed a pity to him that so many of his colleagues 
had neglected the study of these cases, and the reference 
of them to men who could treat them preperly, but had 
left them to the mercy of the advertising charlatans who 
could not get proper results as they did not treat the 
patients scientifically. 

With reference to the cases Dr. Kenyon mentioned, he 
wondered if Eckstein of Berlin, with whom he had a 
little paraffin work, would not advise that method. He had 
had good results with paraffin—the hard paraffin which 
melts at or above 52° C. The great objection to those 
operations had been the embolism which had occurred, 
oftentimes with complete blindness of the retina, but this 
had occurred with the soft paraffin. The hard paraffin had 
practically never caused amaurosis. He had seen Eckstein 


inject in these cases where there was lack of proper 
functioning of the palate, a mass of paraffin. The hard 
paraffin had practically never caused amaurosis. He had 


seen Eckstein inject in these cases where there was lack 
of proper functioning of the palate, a mass of paraffin. 
This permitted a contact of the soft palate and greatly 
improved the voice. This was a simple procedure with the 
paraffin melted and injected. The paraffin hardened almost 
immediately and the cases he saw in the clinic seemed to 
functionate very well. 

Dr. H. L. Pollock said in reference to what Dr. Sonnen- 
schein had stated that they had seen many of those palates. 
One case was that of a woman who had been operated 
and wanted to have her voice corrected. They followed 
the procedure of injecting paraffin and obtained an almost 
perfect voice. The palate was short and stiff, as was 
often the case, and the principal difficulty was in getting 
the proper amount of paraffin. It was almost like injecting 
it into the septum. They injected a little and in a few 
days a little more; there was less and less reaction with 
each injection and finally the voice became almost perfect. 
In subsequent operations they had not obtained as good 
results, but in the case of short palates it did improve the 
voice materially. If the palate would not move toward 
the pharyngeal wall this proce re would bring the wall 
toward the palate and he thought it was the only thing 
that could be done after the cases had been operated. 

Another thing was the matter of training these indi- 
viduals voices properly. In nearly all cleft palate cases 
where there was a nasal twang the patient seemed to be 
unconscious of this. The patient would repeat what was 
told him and repeat it with a nasal twang, and think he 
was saying it properly. In ome case, a young man of 
twenty-one, who had had several operations and all but a 
very small opening was closed, there was a distinct nasal 
twang of which the patient seemed to be entirely unaware. 
They procured a phonograph record and had him read a 
poem into it and then had him listen to the record and 
he could not recognize his voice. These patients were 
under the impression that they were speaking as dis- 
tinctly as anyone, and this young man thought he was 
speaking correctly until he heard the reproduction of his 
voice in the phonograph. 

Dr. Arthur M. Corwin thought that with the exception 
of Dr. Kenyon, the members in general knew very little 
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about the subject of these excellent papers. Dr. Kenyon 
had given it careful, intensive study and this was bearing 
fruit out of the years. One peculiar thing was that he . 
trained a great many of the little defectives, who were not 
necessarily anatomically defectives but “habit defectives,” 
and in order to train them he had to bring into play in 
an intensive way his own articulation and in the course 
of a few years he (Dr. Corwin) had noticed an immense 
progress in his (Dr. Kenyon’s) use of his lips and palate 
and tongue, in the clearness of his enunciation, and that 
was one of the reactions that a teacher-student would 
always get. 

Since the first of January, Dr. Corwin had been giving 
his services once a week for twenty-five weeks to the 
Y. M. C. A. in Oak Park as a director of public speaking 
(although he had never done anything like this before in 
his life). There were thirty-five men in the class, ranging 
from fifty-five to eighteen, business men, salesmen of in- 
surance and real estate, physicians, lawyers, etc. Several 
of them had speech defects, some had a nasal twang. These 
men got up and made their two-minute speeches and then 
Dr. Corwin criticized them, and it was astonishing to see 
the progress those men had made in six or seven sessions, 
not only in handling themselves, but in the art of ex- 
pression. Sometimes he took certain men aside and gave 
them special suggestions and criticisms. 

He believed people with speech defects should be watched 
for and referred to the men who could give them the 
necessary training in the most scientific way. 

Dr. D. P. MacMillan, Director of Child Study, Chicago 
Public Schools, said that in line with the plea outlined in 
the remarks of Dr. Swift, they had been endeavoring for 
years to get for Chicago some adequate scheme for the 
correction of speech defects of all sorts. He had been 
watching with particular attention Dr. Swift’s writings and 
was much interested in the scheme of organization in- 
augurated at Cleveland with which he is connected. At 
present the work in Chicago on the correction of speech 
defects was not linked up with any effort to attack the 
supply at its source nor to broaden its scope to correlate 
it with the standardization of minor speech defects and 
general incorrect use of the voice. The work was largely 
concerned with attempts to reteach pronounced defects of 
speech disorder among children. At present there are 
only eleven teachers who devote their time to this correc- 
tional speech work. The problem cases are referred to him 
for advice and then they are parceled out to the teachers 
in charge. Moreover they are brought back from time to 
time to check up on the hygienic program which was 
previously outlined for each individual. Necessarily it is 
impossible to give much individual attention to some two 
hundred and fifty per year because of the demands of the 
four thousand four hundred other kinds of defects that 
pass through their hands. It was apparent that those 
who need much intensive work do not all receive the 
needed care. He would like to have an organization specially 
correlated with their work for other kinds of defects found 
among children. In principle they believe in remedy, relief 
and correction, but they are wedded to the idea of preven- 
tion, which is, after all, the right arm of education. Speech 
defects, minor or grave, must be corrected at their source 
and indeed must be prevented from arising. It was because 
of this feature that the work of Dr. Swift attracted him. 

Dr. Swift (closing) expressed his admiration for the 
eplendid paper of Dr. Case. He had noticed one constant 
and peculiar thing about the cleft palate cases and that 
was that a great many of the speech defects occurring 
in these cases had nothing to do with the cleft palate. He 
believed that one-half to two-thirds of the faulty speech 
was entirely outside of the cleft palate etiologically. 

He was interested in Dr. Corwin’s remarks concerning 
the improvement in those who trained other voices. When 
a teacher took a class and trained it her speech and enun- 
ciation became much clearer and more distinct and easy 
than it ever was before, and this also had a direct influence 
on the members of the class. One of Dr. Swift’s teachers 
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who was an assistant in a kindergarten class, where there 
was no speech correction, said that the supervisor of music 
found that this class was the only one where she could 
understand the words the children sang. The Y. M. C. A. 
was prone to have classes in speech correction and he 
considered that a very unfavorable criticism on the academic 
method of the past and present. Men should not have 
to be taught how to talk after finishing their school. 
Speech and its functions was one of the most important 
things for grown-up individuals to have a mastery of. 
Many men had plans and thoughts that they would like 
to get up and talk about in meetings, but they lacked the 
ability to do it. He thought suggestion was largely to 
blame for this. When in Harvard, his functions had been 
largely hearing and writing functions; for four years he 


was trained to listen and write the thing down quickly ~ 


and think very little about it. The brain areas used in 
making that type of individual forced a tremendous develop- 
ment of those areas but now he did not use them, and 
he believed he should have been developed into a listening, 
thinking and talking type of individual. 

He was glad that Dr. MacMillan appreciated the need 
for those things; the feeling of the need for prevention 
was the most important thing in speech correction. No 
medical efforts were right unless there was some work 
instituted along the line of prevention. He had a great 
fight to put prevention into the Cleveland schools, but 
finally succeeded. 

As to referring cases to a pathologist, he understood 
this to mean that all cases should first be diagnosed by a 
medical individual and then handed over to the proper 
teacher. The Cleveland teachers were sufficiently trained 
to make some of the diagnoses themselves so they pre- 
ferred to have the cases go first to the teacher and then 
to the pathologist if necessary. They had not done any- 
thing with the deaf in the public school. The “part time” 
teacher was a grade teacher who could keep on with her 
usual work and devote part of her time to speech correction. 

They considered that the kinesthetic approach should 
come first and this followed up by the development of the 
acoustic element. Then the visual areas should be brought 
in and educated to control the speech output, so that 
when the visual processes were fully developed both of the 
others were relegated to the unconscious, so that most of 
the things in the mind of the person when he was talking 
was the visual element. Some made merely the kinesthetic 
approach, and some merely the acoustic, and very few 
the visual. 

He agreed that speech correction was very hard to get 
into the public schools, but thought the wave of American- 
ism that was sweeping the country might bring it. 





THE CHICAGO -LARYNGOLOGICAL AND 
OTOLOGICAL SOCIETY 


The regular monthly meeting of the Chicago Laryn- 
gological and Otological Society was held on Mon- 
day evening, March 3, 1919, at eight o’clock in the 
rooms of the Chicago Political Equality League, 1102 
Stevens Building. 

The President, Elmer L. Kenyon, presided. 

PRESENTATION OF CASES 

Dr. N. Schoolman presented a lady, twenty-four 
years of age who had been married for nine years. 
She had one child who died at the age of three months 
of convulsions. Subsequently she had a miscarriage 
at four months. She stated that she was well until 
about six months ago, except for an injury to her leg, 
which occurred in childhood. At the time of presenta- 
tion, there was quite a good deal of pathology in her 
throat. The soft palate was almost adherent to the 
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posterior wall of the pharnyx and she was entirely 
unable to breathe through her nose. The Wassermann 
reaction was positive. 

DISCUSSION. 

Dr. L. W. Dean asked if amy one had ever had even fairly 
satisfactory results in operating on these cases after the 
stage of cicatrization had been reached. 

Dr. H. Pollock said they had had three or four similar 
cases in the last few years. After securing a negative Wasser- 
nann test on the blood and spinal fluid they operated on them 
in different ways; turning a flap backwards into the nose 
afd trying to make an adhesion with the flap they separated 
from the posterior pharyngeal wall and suturing it through. 
{n the first two cases catheters were used for several weeks, 
and they gradually grew together. In the other two they 
ased an obturator. Every one of the cases returned to the 
same condition they were in before operation. He had never 
seen anything but a nil result in any of these cases. 

Dr. A. M. Corwin cited a case which he had tried x 
remedy with the co-operation of the late Dr. Hugh Ferguson. 
They turned one of the tonsils partly out and attempted to 
sew it in place posteriorly in the wound, hoping that it 
would become adherent in the palato-pharyngeal angle, to 
block the scar retraction as an island of new epithelialization. 
They thought for a time this was going to be successful, 
but it sloughed out and the condition was as bad as before. 

Lt. Col Wishart (Toronto) had not had any better luck 
with his cases. He wondered whether some such method 
as was being used in the facial work in London could not be 
used to good advantage in these cases. 


SARCOMA OF THE TONSILS 


Dr. L. W. Dean reported a case of sarcoma of the 
tonsil, the only one which he had had. This was an 
extremely rare condition, only about eighty cases of 
sarcoma of the tonsil having been reported. His 
case was particularly interesting because the patient 
was under observation for three years without appar- 
ent metastases, dying at the end of that time from a 
pneumonia following influenza. The patient was a 
well-nourished man, seventy years of age, who came 
in complaining of a mass in his throat. Examination 
revealed several egg-shaped, perfectly smooth, light 
colored masses about an inch in length growing from 
the right tonsil. He refused hospital treatment and 
all that could be done was to remove the masses as 
they appeared. Microscopic examination by several 
different pathologists confirmed the diagnosis. In the 
course of six months the patient developed the same 
type of growth on the left side. They enucleated his 
tonsils, using the ordinary procedure. After the re- 
moval of the faucial tonsils there was no recurrence 
in the fossae of the tonsils, but it began on each side 
of the lingual tonsil adjacent to the faucial tonsil and 
extended to the midline. Dr. Dean exhibited a spec- 
imen consisting of about one-third of the tumors 
which had been removed during the three years. No 
post mortem examination was secured. Dr. Dean felt 
that if the man could have been induced to come into 
the hospital for proper dissection of the tonsils early 
in the course of his disease the whole condition might 
have been obliterated. 


DISCUSSION. 

Dr. A. M. Corwin recalled a remarkable case seen a num-, 
ber of years ago. The patient was a large man who 
complained of severe griping colic in the pit of his stomach. 
When Dr.. Corwin saw him he was anasarcous. He had 
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definite kidney findings, indicating active destructive processes. 
here was no history of syphilis. There was a melanotic 
growth in his left tonsil, extending down the side of his 
tongue and onto the base involving the lingual tonsil, where 
a round tumor interfered considerably with his swallowing. 
The growth was firm and as big as a small hen’s egg; it 
bled freely. The man had difficulty in eating and swallowing; 
his heart was dilated and revealed a valvular leak. By in- 
jecting with adrenalin and cocain and following that with 
alcohol they were able to remove the growth without hem- 
wrhage. The whole lingua! tonsil was affected with these 
growths, which proved to be round-cell sarcoma. They painted 
the area with strong silver nitrate every day in*the hope of 
keeping down secondary infection. There was a large gland- 
ular involvement at the angle of the jaw, evidently an acute 
infection. The patient was given hypodermics of amylopsins 
and trypsins and they were also given internally. An unfav- 
rable prognosis was made ard the patient went home. Dr. 
Corwin afterward corresponded with his home physician and 
sometime later received a letter saying that the patient had 
passed a large mass per rectum, following which the urine 
cleared up, as did the tongue and tonsil condition, and there 
was not a remnant left. He had gained in weight and was 
back at work, apparently as well as he had ever been. 

Dr. Charles H Long related the case of an eleven year old 
boy whom he had seen some years ago. He was brought 
to the hospital for removal of tonsils and adenoids and on 
account of post-operative hemorrhage was in the hospital for 
six weeks. Examination of the tissues removed was reported 
to show sarcoma. Because of the unfavorable prognosis, 
Dr. Long advised rontgenotherapy. Several exposures were 
given with a small tube especially designed for throwing 
the rays into the throat but every treatment seemed to in- 
crease the hemorrhage and cause headaches and they were 
discontinued. The growth increased in size, commencing in 
he adenoid region and continuing forward, pressing the 
contents of the orbit and the antral wall before it, so that 
the left eye was very much projected and the nasal septum 
was forced to the opposite side. One morning the boy had 
a severe attack of coughing and choking and examination dis- 
closed a long dark colored piece of flesh about the size of 
the little finger lying to the outer side of the tongue. A por- 
tion was removed and pathological examination proved it to 
be a fibroma. It was then decided to remove the growth. A 
preliminary tracheotomy was performed and a tumor the 
size of a man’s fist was removed through the mouth. A 
very successful result was obtained, and the boy was going along 
nicely. Dr. Zeit, who examined both specimens stated that 
in the early stage of these growths it was impossible to 
differentiate round-celled sarcoma from round-celled fibroma. 

Dr. N. Schoolman mentioned the case of a man who had 
recently come to the infirmary complaining of severe head- 
aches and presenting a paralysis of the 
right eye. While under observation he developed a large 
painful, fluctuating swelling, with extensive edema of the 
right eyelid which entirely closed the eye. There was ten- 
derness over the left frontal sinus and slight edema of the 
left eyelid. His nose on the right side was fairly free; the 
left side was occluded by a mass which bled freely on the 
slightest examination. The right frontal sinus was opened by 
a Killian incision and it was found that the anterior wall 
of the sinus was necrotic and discharging considerable pus; 
the intersinus septum was necrotic, with pus flowing from 
the left to the right sinus, so the septum was removed and 
both sinuses converted into one large one. A remarkable 
feature was that the sinus would almost fill up over night 
with soft bleeding granulations, and the catheter which was 
placed in the nose would become anchored. The pathologist 
reported a rapidly growing carcinoma. 


Dr. H. W. Loeb (St. Louis) said he had seen two cases 
of sarcoma of the tonsil. In one the diagnosis was not con- 
firmed, because the patient refused any sort of operation. 
The second case was a woman about sixty years of age who 
told them that the mass. had been growing for three or four 
years, and within the previous two months there had been 
considerable swelling in the anterior cervical glands. A small 


muscles of the 
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portion was removed and the pathologist reported a fibro- 
sarcoma. The growth was removed through an incision across 
the cheek from the upper angle of the mouth, and following 
this the cervical glands were removed. The case remained 
under observation for three years without recurrence, in spite 
of the glandular involvement. 

Dr. Otto Stein reported the case of a boy of ten who 
was under his observation twelve or fourteen years ago. 
There was apparently a sarcoma in both tonsils. A mass 
the size of a walnut was dissected from the left tonsil under 
local anesthesia, with a good deal of difficulty. The right one 
was not operated upon. There was no particular bleeding. 
Pathologic examination showed the growth to be a round- 
celled sarcoma. Dr. Stein kept in-touch with the patient for 
several years and there was no recurrence on the operated 
side and the side not operated cleared up spontaneously. 

Dr. Dean (closing) thought from the discussion one im- 
portant factor could*be deduced; namély, that in so-called 
sarcoma of the tonsil the prognosis was good, or at least fair 
if operated on early. 

Dr. A. M. Corwin presented a paper entitled “A 
Case of Chronic Bilateral Abductor Paralysis of the 
Vocal Cords (Crico Arytenoideus Posticus); Result 
of Goiter Operation.” : 

The patient was a boy aged nineteen, with negative 
family history. For six years he had had a fair-sized 
symmetrical enlargement of the thyroid region, which 
extended low in the neck. Difficulty in breathing was 
first noticed three-and-a-half years ago. In May, 1916, 
tonsillectomy was performed, with no improvement in 
the condition. In August, 1916, the goiter was oper- 
ated on by a good surgeon, but three days after opera- 
tion the stitches broke, the wound opened and became 
infected. Convalescence was slow. He had aphonia 
for thirty days immediately following the operation 
and the voice was hoarse for sixty days after oper- 
ation but breathing was easy and noiseless. In the 
fall of 1916 he developed noisy, stertorous breathing 
when asleep; this stertor disappeared when he was 
awake. Any extraordinary effort brought on pro- 
nounced dyspnoea which was evidently laryngeal. He 
could engage-in no self-supporting occupation of an 
active muscular kind, and was growing gradually 
worse. 

His voice was strong, clear and of good quality. 
The heart and lungs were normal, as were the ears, 
nose, pharynx and oral cavity. The inspiratory sound 
over the whole chest was rough and sonorous upon 
deep, active breathing because of the wide transmis- 
sion of the laryngeal rale present with forced respira- 
tion. The tonsils had been well exsected. The base 
of the tongue, epiglottis, prima glottis and the aryten- 
oids were normal. The arytenoid cormua formed by 
the cartilages Santorini located at the apices of the 
arytenoids were unusually prominent, though symmet- 
rical and normal. 

Upon expiration the vocal bands were fairly white 
and at first sight normal; upon inspiration a striking 
fault was at once apparent. The right cord, which 
seemed thicker than usual, was stationary in the 
median line both on inspiration and expiration. There 
was nothing to indicate possible ankylosis; there was 
no tenderness or other evidences of arthritis or in- 
flammation in this region. The left vocal cord was in 
a similar median position, but showed very slight 








movement in abduction during inspiration, especially 
in its posterior fourth. The recurrent laryngeal nerve 
supplying all the other muscles with motor impulse was 
evidently bilaterally at fault. 

The history pointed to the recovery of the func- 
tion of both recurrent laryngeal nerves after the 
thyroidectomy.. The voice returned and there was 
dyspnoea or nocturnal stertor until some weeks later. 
The conclusion was, therefore, that the contraction 
of the extensive scar made destructive pressure upon 
both nerves, which had not been destroyed by direct 
operative interference. The patient had time during 
those weeks to accommodate himself to this slow on- 
coming paralysig, which often proves fatal when oc- 
curring suddenly. 

The prognosis was bad as regarded usefulness, but 
the voice was very good. The question was whether 
one was justified in removing a part of one or both 
of the vocal cords, just destroying the voige but re- 
storing physical efficiency. Dr. Corwin thought best 
to advise the punching out of a portion of one or 
both cords, after a preliminary tracheotomy and hoped 
to report good results. 


DISCUSSION. 


Dr. L. W. Dean stated that he had a case almost identical 
with this one. The patient was a school teacher, twenty-eight 
years of age, who was operated on for goiter. Immediately 
afterward a bilateral abductor paralysis occurred. He was 
consulted by her three months later because of dyspenea and 
examination of the larynx showed an absence of abduction 
on each side. During deep inspiration there was only the 
slightest change in the glottis. She had expiratory dyspnea 
and attacks of spasm of the adductor. Dr. Dean was inclined to 
consider the case as one of paralysis of the abductors in 
accordance with Seeman’s law, and felt that because ex- 
perimental stimulation of the central ends of the pneuno- 
gastric caused a spasm of the adductors on the opposite side, 
that possibly there was not only a paralysis of the recurrent 
laryngeal but also an irritation of the pneumo-gastric. After 
observing her for several weeks a punch operation on the 
cords was advised, but refused. He then advised that in 
case of the slightest dyspenea she should immediately go into 
a hospital. This she did, but the hospital was not prepared 
to do a rapid tracheotomy and she died from the dyspenea, 
the result of laryngeal obstruction. He felt that Dr. Corwin 
was justified in advising the destruction of one cord,, even 
with the resulting loss of voice. 

Lt. Col. Wishart was interested in Dr. 
cause of one of similar nature in the military wards in 
Toronto. The patient was a boy of twenty-one, whose thy- 
roid had been removed, followed by the loss of his voice. 
He had apparently had some pathology in the chest, pre- 
sumably tuberculosis, and had been invalided back to Canada 
without treatment of his throat. The breathing grew rap- 
idly worse and a hurried tracheotomy was required. Owing 
to the great amount of scar tissue no examination could be 
made of the vocal cords or larynx. After the patient wore 
the tracheotomy tube for some time, they removed it and 
tried intubation but had to do the tracheotomy again. They 
then split the larynx and dissected out one vocal cord. This 
brought relief for six weeks, when they had to put in a 
tracheotomy tube again. He hoped to hear how somebody 
could relieve this condition. 

Dr. Robert Good thought that since the pathology in Dr. 
Wishart’s case was scar tissue and contraction it might 
be possible by resecting the scar tissue on one side only, 
ander local anesthesia, to relieve the pressure on the nerve. 

Dr. Elmer L. Kenyon supported Dr. Good’s suggestion. 
Since the interior of the larynx was anatomically unimpaired 
he thought it might be possible to produce a complete paraly- 


Corwin’s case be- 
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sis of one cord by a re-operation on the neck. This would 
serve to throw one cord outward into the cadaveric position, 
thus supplying sufficient breathing space, providing the cord 
on the opposite side did not persistently over adduct beyond 
the median line. If the condition prod by letely 
paralyzing one cord persisted, the voice would eventually be- 
come normal and remain so. If, however, the over-adducting 
cord, by overlapping the median line, should still prevent 
free breathing, that cord could by operation on the neck 
be caused to become completely paralytic, and so take the 
cadaveric position also. Thus the breathing space would be 
rendered sufficient but the voice destroyed. 

Dr. Wishart said that prior to resection of the cord they 
cut down through the scar tissue on the left side, but it was 
so dense they could not sec where the nerve was. He thought 
the twisting of the larynx had a great deal to do with 
the condition. 

Dr. Robert Sonnenschein said that for relief of bilateral 
abduction paralysis of the vocal cords following a thy- 
roidectomy, Dr. Boot had cauterized, with the result that con- 
traction of the scar tissue produced a small passage-way for 
inspiration. 

Dr. Corwin (closing) saw no reason why cutting the 
cord in two in the middle and allowing the ends to retract 
would be objectionable as far as future scarring was con- 
cerned. As the dissection of the cord was submucous there 
ought to be a minimum of scar tissue. He did not know 
whether dissection of the recurrent nerve and anastomosis 
with the superior laryngeal had ever been attempted, but 
from the small size he would consider such a procedure im- 
practicable. He expected to report further on the case at a 
later date. 


Dr. H. C. Ballenger presented a paper entitled 
“A Study of One Hundred Cases of Suspected Chronic 
Nasal Accessory Sinus Disease with a Report of the 
X-ray Findings,” from which he drew the following 
conclusions : 

1. The chief difficulty in deriving the full benefits 
of the roentgenogram properly taken and developed is 
(a) reading the plate; that is, determining the presence 
or absence of abnormal shadows or outlines. (b) Hav- 
ing properly interpretated the plates the correlation of 
these findings to the clinical data obtained. To do 
this the various modifying conditions mentioned in 
the paper must be considered. 

2. The X-ray is a valuable supplement to clinical 
diagnosis and when so combined, error in diagnosis 
is reduced to a minimum. 

3. Valuable surgical information can be gained as 
to the presence or absence, size, shape, depth, etc., 
of the sinuses. 

4. Thickenings of the mucous membrane of the 
sinuses due to former operations, infections, irrita- 
tions, etc., will produce a cloudy appearance or an in- 
distinct outline of the sinus in the plate. 

5. As a guide to the post operative progress the 
X-ray is of little assistance in the chronically diseased 
sinuses. 

6. The X-ray is usually essential to determine the 
fact that the involvement is confined to certain sinuses, 
sinus or part of a sinus. 





‘i DISCUSSION. 


Lt. Col. Wishart said that in his experience in cases of 
polyp of the antrum there was no shadow in the antrum; 
that is, where there was a pedicle arising from the outer wall 
of the antrum and passing into the nasal fossa, withcut any 
nasal involvement or considerable involvement of the antrum 
wall, 














vall 





November, 1919 


Dr. H. W. Loeb got the impression from the essayist that 
he could read a radiogram for diagnostic purposes much better 
than he could. He found that everything except anterior 
views were of little value. He had not been able ot detect 
a difference in the shadows made by abnormal and normal 
sphenoids by an anterior view. He had thought that if a 
picture could be taken from the palate side it might show 
differences, but it was only about two years ago that he 
succeeded in getting a radiographer who would take enough 
interest to experiment with it. By means of a thick celluloid 
film they succeeded in showing the succession of sinuses 
very well, but did not have a pathologic case that showed 
anything until about six months ago. In that case they 
succeeded in getting a fairly good view of the infected sphe- 
noid. He thought this method would also show pus in the 
ethmoid. He did not believe that it was possible to detect 
anything by any lateral view, and considered an anterior 
view of the sphenoid of no value as far as such differen- 
tiation was concerned. 

Dr. E. L. Kenyon said that such beautiful x-ray work 
was done in respect to the teeth that it had been a question 
in his mind whether for the ethmoidal cells a small film 
might not be introduced into the middle meatus and the ray 
passed in through the orbit. There seemed to be nothing 
impossible about this and it would give a true picture of the 
ethmoidal region. 

Dr. A. M. Corwin asked Dr. Ballenger whether he had 
checked up these plates with the ordinary method of trans- 
illumination. Both of these methods had been unsatisfactory 
at critical times in his experience and he wondered what Dr. 
Ballenger’s experience had been in following both procedures 
in this series. 

Dr. Robert Good said regarding the cases that were 
filled with mucus or polyps in the sinus where the radiograph 
was negative, if transillumination was used a positive result 
would be obtained. He thought transillumination was of more 
value than the x-ray in many of these cases. 

Dr. Ballenger referring to the case of polyp in the antrum, 
said he could not prove it came from the antrum, but the 
pedicle had to what he assumed was the naso-antrum opening. 
It might have come from the ethmoid. In reading a series 
of plates there was frequently an element of doubt. Usually 
with exposures at various angles one could arrive at a fairly 
definite conclusion. 

In answer to Dr. Good, he stated that transillumination had 
not been made as a routine method in these cases. He had 
not a great deal of faith in transillumination except when 
negative unless the transillumination revealed a dark antrum 
on one side and the visual examination revealed pus emerging 
from beneath the anterior portion of the middle turbinate on 
the dark side. Barring that he believed little value was at- 
tached to the procedure. 





CHICAGO OPHTHALMOLOGICAL SOCIETY 


A regular meeting was held March 17, 1919, with the 
President, Dr. William L. Noble, in the chair. 


GUMMA OF THE IRIS 


Dr. N. C. Nelson exhibited a young man with a 
tumor of the iris which was diagnosed as a gumma. 
Patient had been placed under treatment with mer- 
curial inunctions and the iodids, and the gumma had 
begun to disappear, 

Dr. Noble asked how long it was since the iodids 
were begun, to which Dr. Nelson replied about two 
and a half weeks. 


XERODERMA PIGMENTOSA 
Dr. Nelson also showed this patient, stating that the 
case really did not belong to this department except 


that one could see the thickened condition of the 
lower lid, the ectropion and the cornea generally be- 
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came ulcerated. In other words, there was an ulcer- 
ative keratitis. The condition was known as xero- 
derma pigmentosa and generally began in the very 
young. It began between six months up to four or 
five years. The pigment resembled very much freckles 
which appeared on the exposed surfaces, such as the 
face, neck and extremities. The pigment became 
deeper, and a little later on there was a warty appear- 
ance as was seen in this case, and still later ulcers 
developed. The tendency was for this condition to 
take on the malignant epithelial type. The prognosis 
was generally fatal. The sun and wind were the 
causative factors of this condition. 

As far as treatment was concerned, there did not 
seem to be any outside of palliative treatment. 

Up to 1870 there had not been many of these cases 
noted and reported, but between that time and 1910 
there had been less than 100 cases recorded in the 
medical literature of the United States. 


Dr. Alfred Murray stated that in Fuchs clinic, where 
over 20,000 new cases were seen annually, only two of the 
type presenting the condition described by Dr. Nelson were 
seen by him during the year that he was there; showing the 
rarity of this very interesting pathological condition. These 
two cases were sisters. 

Dr. Nelson stated that the body was free from pigmenta- 
tion where it was not exposed to the wind or sun. There 
was pigment on the hand, but as one went above where the 
clothes protected the body this pigment did not manifest 
itself. 

There were no more cases in the same family. Occa- 
sionally more than one case was known to develop in a family. 
One physician had reported seven such cases in one family of 
which there were thirteen members. 

One characteristic about the disease was that if the epi- 
thelial growth began early, the termination was likely to be 
more rapid than when it began late. 


HEMORRHAGE INTO THE VITREOUS 


Dr. Carl O. Schneider reported the case of a man 
who had been hit in the eye with a pair of brass 
knuckles six week ago which caused considerable hem- 
orrhage into the vitreous. 


DOUBLE EXTERNAL PARALYSIS OF THE 
RECTI MUSCLES 


Dr. E. R. Crossley showed a case of double external 
paralysis of the recti muscles that had been operated 
on recently by Dr. Woodruff, who resorted to the 
transplantation of the external half of the superior 
and inferior recti muscles. The man was struck on 
the back of the head about six months ago, shortly 
after which this paralysis developed. 


ENUCLEATION OF THE EYEBALL UNDER 
LOCAL ANESTHESIA 


Dr. Austin A. Hayden read a paper on this sub- 
ject in which he stated that local anesthesia, since 
Koller introduced cocain in 1884, had been the pro- 
cedure par excellence in nearly the entire realm of 
ophthalmic surgery. Today general narcosis was not 
uniformly employed in eye operations except on the 
very young and extremely nervous patients; in septic 
conditions, where injections might carry infection to 
other tissues; in extensive plastics and in enuclea- 
tions. In some of the last named the use of chloro- 
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form or ether might be so dangerous to the life of 
the patient as to be almost absolutely contraindicated. 
Local anesthesia then became a matter of necessity. A 
most satisfactory result in a case of this sort had 
prompted the presentation of his paper. 

After detailing an interesting case in which he 
enucleated the eyeball under local anesthesia, he re- 
ferred to the advantages or indications for local anes- 
thesia in general: 


1. Dangers and complications of general anesthesia 
are entirely eliminated. Among these are the immedi- 
ate dangers, such as respiratory and cardiac failure, 
chloroform and ether poisoning and shock, as well as 
remote complications, such as post-operative and hypo- 
static pneumonia, myocarditis, nephritis, etc. 


2. It is impossible to remove the wrong eye. 

3. No preparation is needed so that the operation 
can be done at once, and it is not necessary for the pa- 
tient to be purged or starved. 

4. No assistant is necessary. 

5. The surgeon is relieved entirely of worry in re- 
gard to the patient’s life. 

The contraindications of local anesthesia are few: 
1. Extreme, youth or extreme nervousness on the 
part of the patient, the latter also probably on the part 
of the operator. 

2. Purulent conjunctivitis and panophthalmitis, 
where theoretically a dissemination of the infection 
might result from injection of the anesthetic solution 
used. 


3. Ruptures of the globe from panophthalmitis. 
The author quoted extensively from the literature 


favoring enucleation under local anesthesia. 
DISCUSSION. 

Dr. Alfred N. Murray stated that Uthoff in Breslau had 
done a great many enucleations under local anesthesia. After 
the muscles were released, he injected the cocain solution 
into the region of the ciliary nerves at the back of the eyeball 
through a long curved needle. The patients were able to talk 
to him during the operation and complained of no particular 
pain. The results were excellent. He did not think of 
giving a general anesthetic except to young children and nerv- 
ous people, and ordinarily the patients came through without 
any trouble whatever. 

Dr. Thomas Faith stated that for a number of years Dr. 
Fisher and Dr. Hoffman had both done a number of enuclea 
tions under local anesthesia. Dr. Hoffman preceded the local 
anesthesia with H. M. C. He had personally done a few 
enucleations under local anesthesia, but the technic described 
was one that he had not followed. In injecting the muscle 
attachments no attempt was made to penetrate the globe. 
He believed that the administration of the H. M. C. facili 
tated the work. He had done a number of enucleations with 
the aid of this combination under local anesthesia in patients 
who were so nervous that he was unable to do the work with 
local anesthesia alone, and yet they were patients to whom 
he did not wish to administer a general anesthetic. In his 
last case he resorted to the use of apothesin, a local anes- 
thetic produced by Parke, Davis & Company, arid said to 
be of no value except for injection into the tissues. It is 
of no value as a local anesthetic when applied to the mucous 
membrane. The result was satisfactory. The H. M. C. 
given according to instructions. The first injection was 
usually given an hour before the operation and the second 
one was given half an hour before the patient was put on the 
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operating table. Towards the close of the operation the effect 
seemed to be a very satisfactory, and the patient experienced 
no pain whatever when the nerve was out. Deep injections 
were made with two per cent. apothesin, the same as subcon- 
junctival injections into the muscle sheath, and no cocain 
except four per cent. solution was used and that was instilled 
at the Beginning. One could use large quantities of apothesin; 
as much as two ounces had been given subcutaneously for 
extensive superficial operations and no deleterious effects 
ensued. 

Dr. H. J. Smith asked why the essayist did not use 
novocain, which he though was safer for the patient if he 
The injection should be made in 
the loose tissue of the orbit. Unless one placed the cocain 
accurately he could hardly accomplish his 
object without using too much. With novocain one coula 
infiltrate the orbit and the ground very well 
and at the same time keep within the bounds of safety. 

He also asked Dr. Hayden why he injected cocain into 
the vitreous chamber. There might be a reason for this, but 
it was not apparent to him. 


wanted to use any quantity. 


solution very 


entire cover 


Dr. William A. Mann said he had operated on two cases 
and was pleased with the operation. He did not think it 
necessary to go through the eyeball to anesthetize the tissues 
back of the eyeball. As those same tissues could be reached 
by rotating the eyeball after the recti muscles had been cut 
In the two cases on which he had operated the pain was 
not entirely relieved, although if he were to have the oper 
ation done on himself he would prefer local anesthesia to 
ether unless there was very marked sensitiveness of the ciliary 
nerves. 

Dr. Hayden, in closing, stated in regard to the use of 
hyoscin, morphin and cactin, and that it properly came be- 
tween local and general anesthesia, but he could readily see 
how it would be a distinct help for any local anesthetic pro- 
cedure that might be attempted. Of course, the hyoscin was 
a powerful toxin and even in small quantities should be used 
very guardedly, and he did not know whether the use of 
those drugs together with this cocain that was employed was 
a good thing if a satisfactory degree of anesthesia could be 
obtained by the use of cocain alone. 

As to the penetration of the globe, he simply wanted to 
try it. He figured it out this way: It was perhaps easier to 
penetrate the globe and reach the terminations of the ciliary 
nerve that lie around the optic nerve instead of going back 
of the ciliary gaglion along the path of the external rectus 
muscle. There was a difference in depth of about an inch 
The ganglion was located nearly two inches back, whereas 
going straight through the globe the termination of the same 
nerves could be reached fully an inch further forward. It 
seemed to him that puncture and counterpuncture of the globe 
was attended by absolutely no risk, although he had only 
done this in one case. It was apparently quite easy to strike 
the sclera just to the temporal side of the optic nerve, and 
on the second injection to strike it just to the nasal side 
of the optic nerve by rotating the needle about fifteen degrees. 

Dr. Martin, from South Dakota, who happened to be in 
Chicago at the time witnessed the operation, and he felt that 
the severance of the optic nerve would be attended by great 
pain. So far as the speaker knew, the optic nerve itself 
was absolutely insensitive, but the terminations of the small 
nerves just before they perforate the sclera which lie close 
to the optic nerve were sensitive. This was what was meant 
when reference was made to dividing the optic nerve and 
saying it might be attended with a considerable amount of 
pain. It was not the pain from the cutting of the optic 
nerve itself but the ciliary nerve branches in the vicinity. 
Lastly, if he was unfortunate enough to have to do many 
of these operations he would resort to local anesthesia. 

Enucleations were routinely done under local anesthesia, 
as Dr. Murray had remarked, in certain (notably in Paris) 
European clinics. More and more of these operations could 
be done here in America, especially in selected cases, with 
great advantage to patient and operator as well. 

Dr. William L. Noble asked Dr. Hayden if he thought 
with a plus three tension he could have manipulated the 
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eye with the cocain anesthesia without pain if he had not 
opened the sclerotic and reduced the tension? 

Dr. Hayden, in replying, stated that he had the feeling 
the intraocular injections could not have been made without 
causing great pain unless the tension was first reduced. 

In answer to Dr. Smith, he stated that there was no 
particular reason for the injection of the cocain inside the 
globe except this: The chances were it would be rather 
slowly absorbed into the circulation from the globe cavity, 
and that it was at least not dangerous if given in this location. 
In the second place, there might have been some chance of 
reaching the region behind the 
ciliary circulation. 


nerve through the return 


(To be Continued.) 
Patient—“Doctor, let me know the worst.” 
Doctor (absent-mindedly)—“Your bill will be $200.” 





“Why don’t you get an alienist to examine your 
son?” 

“No, sir! 
me.” 


An American doctor is good enough for 


FULTON COUNTY 

The twenty-second annual meeting of the Fulton 
County Medical Society was held in the auditorium 
of the Y. M. C. A. building at Canton, and was called 
to order at 2 p. m. by President Oren. 

Drs. C. E. Axline of Bryant; R. P. Grimm of Farm- 
ington and C. J. Johnson of Canton were elected to 
membership. 





Dr. Adams presented a report for the fee bill com- 
mittee. 

Necrologist Stopp’s report on the death of Dr. W. 
D. Nelson, Jr., was read by the secretary. 

The treasurer presented his annual report showing 
$143.61 on hand. 

The following officers were elected: President, Dr. 
E, P. Coleman, Canton; first vice-president, Dr. Jen- 
nie W. Parks, Cuba; second vice-president, Dr. R. P. 
Grimm, Farmington; secretary-treasurer, Dr. D. S. 
Ray, Cuba; member of board censors, Dr. H. T. Bax- 
ter, Astoria; delegate to state meeting, Dr. J. C. Sim- 
mons, Norris; alternate to state meeting, Dr. P. S. 
Scholes, Canton; member legislative committee, Dr. 
W. E. Shallenberger, Canton; member public health 
committee, Dr. €. D. Snively, Ipava. 

The proposed fee bill was amended to read one 
dollar per mile instead of seventy-five cents. Fee bill 
as amended was adopted and the secretary was in- 
structed to have it printed and a copy mailed to each 
member of the society. 

Dr. R. E. Adkins of Springfield gave an interesting 
clinic and talk on tuberculosis. 

Dr. E. P. Coleman gave an interesting talk and 
demonstration on a much wounded soldier on “Prac- 
tice in Evacuation Hospitals in France.” 

Miss Mattie Havermale gave notice of a Child Wel- 
fare convention to be held in Canton Oct. 30 and 31st. 

The board of censors reported that they had exam- 
ined the books of the treasurer and found them cor- 
rect. 
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Twenty-nine members and three visitors were 


present. 
D. S. Ray, Secretary. 





MADISON COUNTY 
Our September Meeting 

The Madison County Medical Society met in St. 
Jacob on Tuesday, September 9, 1919, with President 
Chas. R: Kiser in the chair. Twenty-three members 
and twenty-five visitors were present. 

The transfer card of Dr. W. W. Haven, of Granite 
City from the St. Clair County Society, was presented 
and on motion was referred to Board of Censors. 

The death of Dr: Joseph Pogue being announced 
the following were named as a committee on resolu- 
E. W. Fiegenbaum, W. H. C. Smith and E. C. 
Ferguson, 

On motion of Dr. W. H. C. Smith, the Society voted 
to contribute $15.00 a month to the support of An- 
netta Mehl at the Harrison Tuberculosis Colony, be- 
ginning with the month of August. Also to contribute 
$60.00 a month for the support of Mrs. Parris, an 
indigent patient at the same place, until further notice. 


tions: 


The report of the Director of Survey was read and 
Miss Helen A. Heighway read the report of her work 
up to September 1. After some discussion both re- 
ports were ordered filed. 

Dr. Chas. G. Schmidt, of St. Jacob, presented a case 
of complete transposition of all the ehoracic and ab- 
dominal organs, which proved very interesting. 

Dr. John Leo Tierney, of St. Louis, delivered an 
instructive address on “Arterio-Sclerosis.” A vote of 
thanks was tendered. 

The wives of the doctors in St. Jacob served ele- 
gant refreshments in abundance, and the doctors fur- 
nished cigars, for all of which a vote of thanks was 
extended. 

On motion adjourned. 





PERRY COUNTY 


At the last regular meeting of the Perry County 
Medical Society in Pinckneyville, Oct. 1, 1919, Doctor 
Ralph S. Sabine of Murphysboro gave a very interest- 
ing and profitable address to a goodly number of the 
profession. 


Doctor Sabine recently returned from overseas duty 


where he endured the hardships of war. He was 
with the medical force at the front and it is not only 
a pleasure to listen to his experiences but well worth 
our time to consider his observations. 

J. S. Tempreton, Secretary. 





ST. CLAIR COUNTY 
The October Meeting 


The St. Clair County Medical Society met in reg- 
ular Session, at 8:00 p. m., October 2, with twenty-two 
members and two visitors present. 
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Minutes of September meeting as published in the 
Bulletin were approved. 

Committee of arrangements for the meeting of the 
Southern Illinois Medical Association reported hav- 
ing secured a meeting place in the council chamber in 
the city hall, and asked for time to perfect other 
arrangements. 

Committee on “fees” were not ready to report a 
conclusion of its work. 

Dr. C, W. East, chief of the Division of Child Wel- 
fare of the State Department of Health, addressed the 
Society on the subject of “Infantile Paralysis,” and 
upon the advantages of a “clinic” for crippled chil- 
dren. The doctor dwelt with particular emphasis 
upon the fact that the “treatment” of this class of 
cripples is one of “education,” or of “re-education,” 
and pointed out the fallacies of some of the methods 
in vogue. 

Dr. Boyd. moved that the Society go on record as 
favoring a clinic for crippled children, and requesting 
the aid of the State Department of Health in its es- 
tablishment. Motion carried without opposition. 

Dr. Arbuckle moved that a rising vote of thanks be 
tendered Dr. East for the excellent address, and all 
arose. 

Among those discussing the remarks of Dr. East 
were Drs. Campbell, Arbuckle, Hill, Lane, Rendle- 
man, Tharp, and Spannagel. 

A question arose as to the possible number of crip- 
pled children in East St. Louis, and upon inquiry it 
was found that the members present at the meeting 
could name nine, and from this it was concluded that 
in the city there would be not less than thirty who 
would need treatment. 

Dr. East expressed himself as well pleased with his 
reception, and promised that a “clinic” would be 
established. 

A communication from Dr. Drake, director of the 
State Department of Health, relating to the proba- 
bilities of another epidemic of influenza, and asking 
for “volunteers for service at any place where an 
epidemic might appear and where the local profession 
is inadequate.” The appeal met with no response 
from the members, the feeling being that if the epi- 
demic reappears this city would be in need of aid as 
much as any place in the state. 

Society adjourned. 

C. W. Litutr, Secretary. 





Personals 

Dr. F. E. Inks has removed from Polo to 
Princeton. 

Dr. 0. J. Sloan has removed from Chatswortli 
to Bloomington. 

Dr. C. F. Harmon has returned from service 
overseas to Springfield. 

Dr. Wm. Yeates after service in the army has 
removed from Bonfield to Bloomington. 
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Dr. C. D. Center is secretary and business 
manager of the chamber of commerce in Quincy. 


Dr. Arthur R. Edwards, Chicago, has returned 
from his summer home at Squirrel Island, Me. 


Dr. Lewis J. Pollock announces the resumption 
of practice at 25 East Washington Street, Chi- 
cago. 

A bold yeggman frisked Dr. E. 8. Spindel’s 
trousers of cash recently. No, they were “on a 
chair.” 

Dr. E. A. Gray of Chicago held a clinic on 
diseases of the lungs at the Congregational church 
in Byron, October 21. 

Dr. Arthur W. Stillians has been appointed 
head of the department of dermatology in North- 
western University Medical School. 


Dr. Joseph De Silva, Rock Island, is reported 
to be seriously ill at St. Anthony’s Hospital, Rock 
Island, suffering from septicemia. 


Dr. Roscoe C. Eaton has been discharged from 
the military service and has been appointed chief 
surgeon for Libby, McNeill and Libby. 


Dr. M. H. Rosenberg was lured to a hotel room 
in Chicago when a bandit attacked him. The 
doctor was beaten but kept his valuables. 


Dr. Frank J. Oshay of Ladd was fined $225 
and committed to jail at Princeton for practic 
ing medicine after his license had been revoked. 


Dr. Warren F. Pearce has returned to Quincy 
after twenty months service in the navy, part of 
the time as fleet surgeon and chief medical offi- 
cer of the port of Brest. 

Dr. Wilson R. Abbott, Springfield, October 6, 
succeeded Dr. Leo J. Jacobson as clinician to the 
Cook County traveling health clinic of the Chi- 
cago Tuberculosis Institute. 


St. Mary’s hospital board of East St. Louis 
gave a complimentary dinner to the city physi- 
cians for their cooperation during the past. Dr. 
C. W. Lillie reports it a most enjoyable occasion. 


Dr. Rudolph J. E. Oden, who has recently re- 
turned from Cadillac, Mich., has been appointed 
attending surgeon to Augustana Hospital, and 
consulting surgeon to U. 8. P. H. 8. Hospital 
No, 2. 

Dr. Walter H. Meents, Chicago, for the last 
six years instructor in surgery in Rush Medical 
College, has recently been appointed assistant 
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NEWS 


professor of surgery in the University of Illinois 
College of Medicine. 


Capt. Bellenden 8. Hutchinson, V. C., Cana- 
dian A. M. C., medical officer of the 75th in- 
fantry, a practitioner of Mound City and Chi- 
cago, who served for four years with the Canadian 
Forces and is said to be the only American born 
officer to receive the Victoria Cross, the highest 
award for bravery in England, is on leave and 
visiting friends in Chicago and in Mound City. 


Dr. and Mrs: C. U. Collins entertained Dr. and 
Mrs. W. J. Mayo of Rochester, at Peoria, Octo- 
ber 17, at the Creve Coeur club. Dr. Mayo 
had been cruising down the Mississippi in his 
steamer, the Minnesota. Other guests attend- 
ing the affair are members of the Central Illinois 
Surgical club, Dr. and Mrs. Mammen, of 
Bloomington ; Dr. and Mrs. Carl Black of Jack- 
sonville; Dr. and Mrs. George N. Kreider of 
Springfield; Dr. and Mrs. George Edmondson of 
Clinton; and Dr. and Mrs. R. A. Hanna of 
Peoria. 





News Notes 


—Winnebago County physicians who served 
overseas were guests of honor at a smoker held by 
the County Society, Oct. 14, at Rockford. 


—The State Psychopathic Institute has been 
removed from Kankakee to Dunning where it will 
be located until the new buildings are ready in 
Chicago. 


—The Sisters of St. Elizabeth’s Hospital, Dan- 
ville, entertained the forty physicians of the staff, 
who had served in the war, at an elaborate ban- 
quet, October 16. 


—It is reported that the Stephenson County 
Medical Society voted in favor of collecting a 
fee of $1 for each birth and death certificate 
signed by the members. 


—Members of the Peoria County Medical So- 
ciety gave a dinner at the University Club, Oc- 
tober 7, in honor of the members of the society 
who served in the army during the great war. 


—The twenty-six medical service men of Ver- 
milion County were honored by a banquet given 
by the Vermilion County Medical Society, in 
Danville. Dr. Jasper M. James, Henning, pres- 
ident of the society, presided as toastmaster. 
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—A building for the exclusive use of physi- 
cians is to be erected in Rockford by J. Frank 
Deuel. It will cost about $15,000 and will be 
equipped with a medical library, drug and medi- 
eal supply rooms, and garage accommodations. 

—The Cook County traveling health clinic of 
the Chicago Tuberculosis Institute, during the 
last four months, has visited thirty-six towns, and 
has held 111 clinics at which 841 persons have 
been examined ; of these, 352 came for examina- 
tion of the chest. 


—Thirty-one members of the Sangamon 
County Medical Society who served in the world 
war were guests of honor at a banquet given by 
several professional brethren at the St. Nicholas 
Hotel, Springfield, September 23. Dr. John 
W. Kelley, was toastmaster. 


—In the suit brought by Mrs. Dell Nichols 
against Dr. Daniel A. K. Steele, in which $50,000 
damages was claimed because of alleged loss of 
voice, said to have been due to a surgical oper- 
ation by Dr. Steele, the jury in the superior 
court, October 11, brought in a verdict in favor 
of Dr. Steele. 

—The Ogle County Medical Society held a 
meeting at Leaf River, Oct. 15, which was ad- 
dressed by Paul Hansen, chief sanitary engi- 
neer of Illinois, on “The Sanitary Problems of 
Small Towns and Rural Districts.” Dr. E. F. 
Murphy of Dixon gave an address on “Acute Ab- 
dominal Lesions.” 

—At the West Side Branch of the Chicago 
Medical Society held at Cook County Hospital, 
Thursday, October 16, the following program 
was given: (1) Where Are We Drifting? Dr. 
Charles J. Whalen; (2) Medical Organization, 
Dr. Warren Johnson; (3) Business and a Pro- 
fession, Mr. Robert J. Folonie. 


—A great many chemicals for the produc- 
tion of which America was formerly entirely de- 
pendent upon Germany are now being success- - 
fully produced in this country. Two important 
pharmaceutical products, derived from coal tar 
and our entire supply of which formerly came 
from Germany, are creosote carbonate and guaia- 
col. American chemical works are now prepared 
to supply all demands for these products. 

—Dr. John Weatherson, Assistant Professor 
of Medicine in the University of Illinois, has 
resumed his practice in Chicago. Dr. Weather- 
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son was one of the very few physicians who was 
an infantry “line” officer in the late war and 
who commanded fighting troops at the front in 
France. Since leaving the Army last spring, he 
has been attending the Harvard Graduate Medi- 
cal School and doing special work in the Mas- 
suchusetts General Hospital. 


—Northwestern University has secured an op- 
tion on 9 acres of land on the lake front at Chi- 
cago Avenue on which it is planned to erect 
within ten years buildings for its departments 
of medicine, dentistry, law and commerce, these 
buildings to cost approximately $1,350,000. It 
is expected eventually that on the medical school 
alone $2,500,000 will be expended. To carry out 
these plans the university has begun a campaign 
to raise $25,000,000, half of which it is expected 
will be obtained by June, 1920. 


—The Loyola University School of Medicine, 
Chicago, announces the following changes in its 
faculty: Dr. Louis D. Moorhead, Chicago, has 
been appointed acting dean; Dr. Samuel A. 
Matthews, Mobile, formerly professor and head 
of the department of physiology and pharma- 
cology at the University of Alabama, has accepted 
a similar position at Loyola; Dr. Andrew C. Ivy 
of the University of Chicago has been appointed 
associate professor of physiology; Dr. Elmer S. 
Maxwell, formerly of Vanderbilt University, 
Nashville, Tenn., has been appointed assistant 
professor of bacteriology; Dr. Frank M. Phifer, 
Chicago, has been appointed professor and act- 
ing head of the department of genito-urinary 
surgery, and Dr. Frank B. Lusk, Chicago, be- 
comes supervisor of medical instruction in the 
dispensary. 





Marriages 


Artruur Ciypr Taytor, to Miss Adele G. Wil- 
liams, both of Wilmette, Ill., September 30. 


Joun B. WickEeNsiMeERr, Steger, Ill., to Miss 
Jertrude Marie Gormley of Chicago, September 
20. 

Deton Ricuarp Norsoum, Warren, IIl., to 
Miss Matilda Heller Horn of Coplay, Pa., Octo- 


ber 2. 


James Harry Verrer, Chicago, to Miss Ger- 
trude Chase Colwell, of Rutherford, N. J., Sep- 
tember 22. 
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Deaths 


Apert CLEMANS Ruret, Lowell, Ill.; University of 
Illinois, Chicago, 1894; died at his home, September 28. 


Nicnoras Re, Chicago (license, Illinois, 1886) ; aged 
68; died at his home, October 13, from valvular heart 
disease. 


JertHa D. Kwott, Monticello, Ill; Hahnemann 
Medical College, Chicago, 1883; aged 58; died at his 
home, September 12, from diabetes. 


Cuartes E. Lamon, Fairmount, Ill.; Rush Medical 
College, 1865; aged 82; for thirty years a druggist of 
Fairmount; died at his home, September 29. 


Martin L. Dorman, Taylorville, Ill.; Kentucky 
School of Medicine, Louisville, 1875; aged 79; died at 
his home, July 10, from inflammatory rheumatism. 


BrinsLtey Coritrns Graves, Cisco, Ill.; Missouri 
Medical College, St. Louis, 1885; aged 67; died at the 
home of his brother in Sturgeon, Mo., September 8, 
from cerebral hemorrhage. 


Francis M. Smitey, Kewanee, IIl.; Rush Medical 
College, 1879; aged 60; a Fellow A. M. A.; a spe- 
cialist in diseases of the eye and ear; died in his 
office, September 15, from cerebral hemorrhage. 


James Witson CormMaAny, Mount Carroll, IIL; 
Miami Medical College, 1873; aged 70; also a dentist; 
at one time mayor of Mount Carroll; died in Los 
Angeles, September 10, from cerebral hemorrhage. 


AprIAN RecInALD KArREMAN, Chicago; University 
of Michigan, Ann Arbor, 1888; Rush Medical College, 
1889; University of Illinois, Chicago, 1890; aged 51; a 
member of the Illinois State Medical Society; was 
murdered at his home in Chicago, September 29. 


Rosert Acepius Krost, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1905; aged 29; a 
Fellow A. M. A.; assistant professor of pediatrics in 
his alma mater, and attending pediatrician to Wesley 
Memorial Hospital, Chicago; died in that institution, 
October 4, from septic pneumonia following an ab- 
scess of the nose. 


Harry ANnprEw SULLIVAN, Rockford, IIl.; Marquette 
University, Milwaukee, 1913; aged 31; a Fellow A. 
M. A.; who went overseas as first lieutenant, M. C., 
U. S. Army, with Surgical Unit No. 1, saw service in 
the Verdun sector, and was honorably discharged, 
July 8, 1919; formerly a well known pitcher of the St. 
Louis National League; died at his home, September 
22, from pneumonia. 


James Burry, Chicago; Northwestern University 
Medical School, Chicago, 1879; aged 66; a Fellow A. 
M. A.; for many years, chief surgeon of the Illinois 
Steel Company; and surgeon of the Elgin, Joliet and 
Eastern Railroad; who served as captain in the Med- 
ical Reserve Corps, U. S. Army, and was honorably 
discharged March 27, 1918; one of the pioneers im 
roentgenray work in the Middle West; was found 
dead, October 16, on the Illinois Central tracks. 
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